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ABSTRACT 
COMPLIANCE AND NONCOMPLIANCE WITH CARDIAC REHABILITATION: 
A FAMILY SYSTEMS, COMMUNICATIONS PERSPECTIVE 
SEPTEMBER 1989 
WARREN SCOTT BEAN, B.A., UNIVERISITY OF MASSACHUSETTS 
M.ED., HARVARD UNIVERSITY 
ED.D., UNIVERSITY OF MASSACHUSETTS 
Directed by Professor William Matthews 
This study, using a family systems perspective and a 
dual methodology, investigated the relationship between 
family functioning and patient compliance with exercise 
cardiac rehabilitation. This study explored: 1.) The 
relationship between family cohesion and adaptability and 
the attendance records of cardiac rehabilitation patients; 
and 2.) The development of systemic hypotheses about family 
patterns that might inhibit or block attendance at cardiac 
rehabilitation exercise classes. 
Subjects were 50 married, male cardiac patients who had 
enrolled in Phase III outpatient exercise classes. The 
subjects completed the Family Adaptability and Cohesion 
Scales (FACES III), the Family Satisfaction Scale, and a 
patient information questionnaire. It was hypothesized that 
subjects who rated their families as balanced on scales of 
adaptability and cohesion would have attended at least 70% 
of their scheduled exercise sessions. The results indicated 
that there were no significant relationships between the 
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patients' ratings of their families and their attendance at 
the exercise classes. A regression analysis indicated 
significant relationships between high attendance and the 
following: 1.) age of subject, 2.) the occurance of an MI, 
3. ) the denial of difficulty adhering to a healthy diet, and 
4. ) a family history of heart disease. 
Four families of subjects from the questionnaire study 
were interviewed in a semi-structured interview based on 
the Milan Systemic Family Therapy interview. It was 
hypothesized that family patterns of interaction and family 
beliefs and premises were contributing factors to the 
subjects’ noncompliance. The interviews found these four 
families to have unique, long standing family patterns that 
stablized rather than challenged the noncompliance. Also, 
the patients’ poor relationships with rehabilitation program 
staff appeared critical to their decisions to drop out of 
the exercise classes. Discussion and critique of the 
results and research methods, and implications for further 
research and program design are included. 
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CHAPTER 1 
INTRODUCTION 
Problem statement 
Heart disease has long been the leading cause of death 
the United States* More people die of heart disease each 
year than all other causes combined (American Heart 
Association [AHA], 1984). The AHA (1984) estimated that in 
1984, the cost of heart disease in the United States was 
$64.4 billion on medical, hospital, and nursing home 
services, medication, and lost output due to disability. 
Although spectacular advances are being made in cardiac 
medications, surgery, and heart implants, the modification 
of risk factors, (smoking, diet, vocation, exercise, etc) 
will continue to be critical to the primary and secondary 
prevention and the treatment of coronary heart disease (CHD) 
and myocardial infarction. 
Since 1970 the treatment of myocardial infarction (MI) 
patients has changed dramatically. Medical, surgical, and 
technological advances have greatly increased the survival 
rate of acute MI patients and recovering MI patients are no 
longer confined to bed rest for long periods of time. Some 
are even able to be discharged within a week of their heart 
attack. As more patients have been able to survive initial 
Mis, and the benefits of exercise realized, comprehensive 
outpatient rehabilitation programs have been developed to 
continue the education, monitoring, and cardiovascular 
conditioning that begins during the initial inpatient 
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treatment of MI patients* Rehabilitation p r og rams work 
towards helping MI patients make significant lifestyle 
changes, but one study found that about 50% of the patients 
that do begin an exercise program stop within 6 months 
(Carmody, Senner, Matinow, Matarrezzo, 1980). Another study 
found that 75% of cardiac patients failed to follow their 
physician's advice following discharge from a coronary care 
unit (Johnson, 1965). 
Although the researchers acknowledge that noncompliance 
is a complex problem of multiple factors, their studies have 
primarily viewed noncompliance to be primarily a patient- 
physician communications problem, or the result of the 
patient's psychological state, personality traits, cognitive 
and behavioral patterns, or demographic status. Descriptive 
studies have questioned cardiac rehabilitation patients 
about their views of difficulties adhering to the 
recommended lifestyle changes, modification of diet, 
increased exercise, and medication. Intervention studies to 
increase compliance have usually focused on changing some 
cognitive or behavioral attribute of the patient, or the 
modification of program structure and procedure. 
Researchers and rehabilitation programs have started to 
view the behavior of spouses and families of cardiac 
patients as crucial to the successful adherence to the 
comprehensive and extensive lifestyle modifications 
requested by rehabilitation programs (Lui, 1984). Research 
has been done on the effects of MI on spouses and children 
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of MI patients and on the effects of expectations, role 
change, and attribution of cause of the MI on return to work 
(Bar-on, 1987). Some cardiac rehabilitation programs now 
focus on educating and counseling spouses and family members 
on the various and changing needs of the Ml patient (and 
family) during recovery and rehabilitation (Bar-on, 1987). 
As Croog (1983) reported in his review of research on 
the psycho-social aspects of the recovery and rehabilitation 
of heart patients, there have been few studies that focus on 
how families effect the cardiac patient’s recovery. He 
called for systematic research on the relationship between 
the varying degrees of family solidarity and quality of 
emotional tone in the household and the patient s successful 
r ehabi1it ation. 
As Gerber and Nehemkis (1986) observed, besides the 
work done with psychosomatic children at the Philadelphia 
Child Guidance Center (Minuchin, Rosman, & Baker 1978), 
there have been no major attempts to systematically apply 
family systems theory to families with a chronically ill 
member. They viewed this "dearth of work in this area.. 
.[as] ... one of the most significant shortcomings of the 
chronic illness research literature" (Gerber & Nehemkis, 
1986, P. 8). 
This dissertation research is 
examine directly the role of family 
problems of noncompliance with the 
of cardiac patients. 
an initial attempt to 
relationships with the 
rehabilitation regimen 
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Research Question 
This research project examined the experience of 
families in which an adult member experienced difficulty 
adhering to the outpatient exercise rehabilitation program 
that was prescribed following the diagnosis of coronary 
artery disease, angina, myocardial infarction (MI), and/or 
cardiovascular surgery. More specifically, this research 
searched for patterns of interaction among the family 
members that may have inhibited or blocked the patient's 
adherance to his exercise rehabilitation program, and 
and what types of episodes, contexts, and meanings were part 
of the family's interactions concerning the rehabilitation 
and compiance. 
Overview of research methods 
This study utilizes both qualitative and quantitative 
research methods. This two phase research design allows for 
an analysis of the relationship between a patient's 
compliance, his perception of family functioning, and the 
family accounts of the interactional, family patterns 
concerning the compliance issue. The first phase of the 
study follows Croog's request that research be done that 
begins to look at "the varying degrees of family solidarity 
and quality of emotional tone" [in the patient's home] 
(Croog, 1983, p. 303). This involved administering a 
self-report instrument of perceived family functioning, 
FACES III (Family Adaptability Cohesion Scale) to two groups 
of subjects: 1. patients currently attending exercise 
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classes at five outpatient cardiac rehabilitation programs, 
and 2. patients who had dropped out of these programs within 
the past year. The FACES III scale measures subject's view 
of his family's functioning on scales of Family Cohesion and 
Family Adaptability. The basic hypothesis, following from 
the Circumplex Model of Family Functioning, was that 
families that are rated as balanced in adaptability 
(flexible or structured, not chaotic or rigid) and in 
cohesion (connected or separated, not enmeshed or 
disengaged) are more able to deal with change and stress 
with less problems than families that are extreme in 
cohesion and adaptability. This hypothesis has been 
successfully tested with families with problems with 
substance abuse, schizophrenia, neurosis, sexual offenses 
and juvenile delinquency (Olson, McCubbin, Barnes, Larsen, 
Muxin, & Wilson 1985). Therefore, the basic hypothesis of 
this part of the study is that patients from balanced 
families would have a greater level of compliance than 
patients from extreme families. 
Chi-Square and multiple regression analyses were 
conducted to examine if there were significant statistical 
relationships between levels of compliance and the patient's 
perception of family functioning, his perceived level of 
disability, his perception of family support for compliance, 
and demographic data and pre-heart disease risk factors. 
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The second major phase of the research examined family 
understandings, explanations, and interactions about the 
cardiac patient’s level of compliance. Four families from 
the larger questionnaire group were interviewed: one 
family of a high-compliance patient and three families of 
low-compliance patients. This research utilized a model for 
systemic data gathering that combines the interview 
techniques of Milan Systemic Family Therapy (Selvini 
Palazzoli, Boscolo, Cecchin, & Prata, 1978) with the episode 
analysis of the Coordinated Management of Meaning (CMM) 
theory of interpersonal communications (Pearce & Cronen, 
1980). These two models share the systemic understanding 
that human behavior can only be understood within the larger 
frame of contexts and patterns of action and meaning. 
Therefore, patient noncompliance is not viewed as an issue 
of individual motivation, cognition, attribution of cause, 
or response to rewards and punishments, but is an issue of 
how that individual's behavior and meanings co-evolve and 
fit with the systems of relationships in which he/she 
interacts. The contexts of self, spouse and family 
relationships, doctor/patient relationship, and culture all 
may be important to the patient's, the spouse’s and the 
family's way of dealing with heart disease and the necessary 
changes in lifestyle. 
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Purpose and Signifies™ 
The purpose of this research was to investigate the 
problems of noncompliance from a systemic theoretical 
perspective. From that perspective, it is proposed that 
patterns of action and meaning may evolve within the family 
that lead to the continuance of the noncompliance, even if 
life threatening. It is hoped that the results of this 
study are useful to rehabilitation program staff clinicians, 
and researchers in their work to understand and assist 
cardiac rehabilitation patients and their families. 
Limit ations 
This dissertation was designed as an initial 
exploration of noncompliance and the possible family 
interactions which might sustain the problem, rather than to 
test scientific hypotheses. The hope was that this study 
would generate information that is clinically helpful to 
therapists working with patients with chronic illness and 
useful to researchers in the generation of hypotheses and 
development of theory, and research designs. 
Delimits of the research 
The subjects in this study were those cardiac patients 
who had enrolled in an exercise cardiac rehabilitation 
program. This left out the sizable proportion of patients 
that declined their physician's initial referral to an 
exercise program, or did not have the insurance or financial 
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resources to enroll in a cardiac rehabilitation program. 
Also, the families that agreed to be interviewed can not be 
considered representative of all families of rehabilitation 
patients. They were a self selecting group that felt open 
enough to be willing to assist with this research. 
The research population was limited to married, male 
rehabilitation patients and their families, leaving out 
female patients and patients who were not married. At this 
time, women make up a small (but growing) proportion of 
cardiac rehabilitation patients. Also, the social and 
personal effects of the wife/mother rather than the 
husband/father suffering an MI or heart surgery and the 
family's responses are likely to be very different and 
warrants its own comprehensive research. Patients who were 
living alone were also not in this study due to the 
requirement that the interview include the close, ongoing 
interpersonal system of the patient that was not always 
present for those patients. Highly dysfunctional or 
disorganized families would most likely not have volunteered 
to participate in an interview about personal family issues. 
Also, families with severe psychiatric histories or that 
were currently in psychiatric treatment were not included 
due to the possible effect of the interview on the family. 
Patients who had medical reasons for dropping out or not 
being able to participate fully in the exercise program 
were not considered noncompliant and were not included in 
this study. 
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Limitations of the quantitative research 
The FACES III questionnaire phase of this study 
examined the central hypotheses of the Circumplex Model of 
Family Functioning and was designed to help identify 
families to be interviewed. The group of patients studied 
is not meant to be generalized to any other population. 
Since the questionnaire study compared the existence of a 
feature (compliance) with its absence (noncompliance). 
There was no randomization of the sample. Although other 
factors were examined in the regression model, there was no 
attempt to include all programmatic, environmental, 
personal, and cognitive issues that past research has found 
to be linked to compliance. This would have resulted in a 
lengthy questionnaire that was beyond the scope, purpose, 
and resources of this study. 
Plan of Dissertation 
This dissertation consists of six chapters. The first 
introduces the problem of noncompliance with cardiac 
rehabilitation, the research question, an overview of the 
theoretical perspective and the research methods, and the 
purpose and limitation of this study. 
The second chapter contains the review of the 
literature on compliance with cardiac rehabilitation, the 
family factors in rehabilitation outcome and treatment, 
the development of systemic models of assessment and 
intervention with noncompliance, the Milan family systemic 
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therapy, and the Circumplex Model of family functioning. 
The chapter ends with the statement of the research 
hypotheses. 
Chapter three contains the description of the methods 
used in the quantitative and the qualitative research. This 
includes the definition of compliance and noncompliance used 
for this study, the independent and dependent variables, the 
selection of the subjects, a description of the patient 
questionnaire, instruments, the statistical analyses. This 
is followed by the interview research methods. 
Chapter four contains the results and discussion of the 
questionnaire research. Each hypothesis tested is presented 
individually and discussed. A discussion of the patient 
questionnaire results follows. 
Chapter five contains the descriptions of the four case 
studies, their results and discussion. 
Chapter five contains a discussion and synthesis of the 
findings of the quantitative and qualitative research, a 
comparison to previous research, and the data's implications 
for further research, design of cardiac rehabilitation 
exercise programs, and family therapy for medical 
noncompliance. 
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CHAPTER 2 
REVIEW OF THE LITERATURE 
F amilies and Cardiac Rehahi U t a t i 
In an often cited article, Litman (1974) argued that 
the family should be considered the basic unit of health 
care. Over ten years ago, Weakland (1977) considered the 
lack of research on "family somatics," the application of an 
interactional perspective to the problems of all aspects of 
illness, as a major neglected area in family therapy. Since 
then there have been few clinical qualitative or 
quantitative research projects directly concerning family 
interaction and illness other than the work at the 
Philadelphia Child Guidance Clinic with families of children 
with chronic illnesses and psychosomatic problems (Minuchin, 
Rosman, & Baker, 1978), and three studies of families of 
hemodialysis patients (Sherwood, 1983; Stiedl, Finklestein, 
Wexler, Feigenbaum, Kitsen, Kliger, & Quinlan, 1980; Reiss, 
Gonzalez, & Kramer, 1986). While the family's impact on a 
patient's compliance with medical regimens has been 
recognized by medical and psychotherapy researchers, and 
family/spouse support is often included as one of many 
factors in research designs, no studies could be found that 
examine, from a systemic perspective, the family interaction 
concerning compliance with cardiac rehabilitation. 
In most studies of cardiac rehabilitation, the family 
is viewed as one factor that might affect the patient s 
progress and compliance. Family and spouse are viewed as 
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the main source of social support. Most of these studies 
have found that family and social support is critical to 
successful recovery and rehabilitation. There is also 
research documenting the long term negative physical and 
psychological effects of an MI on the wives of cardiac 
patients (Mayou, Foster, & Williamson, 1978). But Coyne, 
Wortman, and Lehman (in press) have taken an interactional 
perspective and disagree with the optimistic view of the 
social support literature that family, friends, etc., are 
able and willing to respond and be supportive to those in 
distress. They have identified the well intentioned, but 
ineffective and possibly debilitating "misplaced helping" 
that a patient's spouse and family may often enact when 
attempting to support the patient's compliance and 
rehabi1itat ion. 
Two clinical research projects studied family 
interaction and illness maintaining behaviors from a 
systemic perspective. One intervention study at the Mental 
Research Institute (Hoebel, 1976) examined if brief therapy 
from an interactional perspective for the wives of 
"difficult" cardiac patients could modify the risk behaviors 
of the husbands. A clinical research group at the Ackerman 
Institute for Family Therapy, the Chronic Illness Project, 
reported on the patterns of interaction that were found in 
the thirty families with chronic illness who came for family 
therapy. Two other clinical research groups (Harkaway & 
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Madson, in press) (Searight & Noce, 1988) reported on their 
development of systemic models of interview protocols for 
family therapists and primary health care providers. 
A systemic perspective on rehabilitation must take into 
account not only the family's influence on the patient, but 
also the effect the disease and its treatment has on the 
family. Therefore this literature review includes: 1.) the 
research on social isolation, family support, and mortality 
in MI patients; 2.) the research on the effects of MI on 
family functioning; 3.) the descriptive research on patient 
compliance with cardiac rehabilitation; 4.) the research on 
family support and compliance with cardiac rehabilitation; 
5.) a review of the research and clinical models of systems 
based treatment for noncompliance; and 6.) a review of the 
theoretical perspectives of this dissertation. 
Social Isolation, Family Support, and Mortality in MI 
Patients 
The importance of close personal relationships has been 
demonstrated in a number of studies of post-MI recovery. 
Studies of mortality rates of post-MI patients have shown 
that those living alone have lower compliance and higher 
mortality rates than patients who lived with spouses, family 
members or other supportive persons. 
As Campbell (1986) noted, it is generally accepted that 
there is a relationship between social supports and health. 
Berkman & Syme (1979), in a major study of social networks 
and mortality found that the most socially isolated 
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individuals, as measured on their Social Network Index (four 
measures of family and community contacts combined), had an 
increased relative risk of dying which was 2.3 times as 
gr.eat for men and 2.8 for woman, compared to the least 
isolated group. A more specific study of post-MI patients 
was conducted by Chandra, Szklo, Goldberg, and Tonascia 
(1983), in which 1400 patients were studied for 10 years 
following their MI. Risk factors and potential confounding 
factors were recorded during the hospitalization (age, sex, 
race, smoking history, previous history of heart disease, 
type of MI, and complication in hospital). With all these 
factors adjusted for, there was significantly lower risk of 
dying during the initial hospitalization for married men 
(19.735 mortality) and married women (37.4%) as compared to 
unmarried men (26.7%) and unmarried women (37.4%). At the 
ten year follow-up, this difference in mortality rate had 
increased for both married men and women. The statistical 
significance for the difference between married and 
unmarried men reached the p < 0.0001 level. 
In another study with MI patients, Ruberman, Weinblatt, 
Goldberg, and Chaudhary (1984) studied the life stress and 
mortality after an MI, and found that social isolation and 
high stress were strongly associated with mortality over the 
subsequent 2 to 4 years, and together were better predictors 
of mortality than any physiological risk factors. 
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Effects of MI on the Family 
Research has been done documenting the effects of the 
MI and the recovery process on the wives and families of MI 
patients. An interview study of 82 wives of MI patients 
found that up to a year following the MI, the wives had 
"substantial and persistent psychological symptoms" and 
their work, leisure, social activities, marriage and family 
life were greatly affected (Mayou, Foster, & Williamson, 
1978). They found the psycho-social disability of the wives 
(anxiety, depression, fatigue, irritability, poor 
concentration, and insomnia) were comparable to those of the 
MI patients themselves. The measures of wives' psycho¬ 
social adjustment prior to the MI, and the prior marital and 
family life satisfaction were good predictors of outcome for 
these wives. Some of the wives reported improvement in 
their marriages; while 2035 of the couples reported 
deterioration of the marriage. 
Skelton and Dominian (1973) reported that in a study of 
65 wives of post-MI patients, one third were found to be 
suffering from anxiety or depression. Stern and Pascale 
(1979) interviewed 68 wives of post-MI patients during the 
initial hospitalization and six months following the MI. 
At six months, 25% of the wives were still anxious or 
depressed. Many of the symptomatic wives claimed worsened 
marital difficulties post-MI that they attributed to their 
fear of arguing with or disturbing their husbands and 
causing another heart attack. They reported decreased 
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communications and marital est 
rangement. Stern and Pascale 
report that these wives "coped by regressing themselves and 
becoming psychologically incapacitated, by engaging in a 
frenzy of outside activities, or becoming over-solicitous of 
the husbands and controlling the situation" (p. 85). 
Wishne, Hackett, and Cassem (1971) studied 18 families 
post-MI and found that there was a steady eroding conflict 
over the implications of the illness in all of them (p. 
1294). They noted: 
The wives in particular tended to overprotect their 
husbands in an aggressive way. They felt guilty at having 
somehow been instrumental in the genesis of the heart 
attack and were frustrated at being unable to express 
grievances and anger lest such anger bring on another MI. 
Their solicitousness often took on a punitive quality 
which was thought to represent an indirect expression of 
suppressed anger. (Wishne, et al., 1971, p. 1294) 
Compliance with Cardiac Rehabilitation 
Since becoming recognized as appropriate treatment for 
patients with coronary artery disease, there have been many 
studies of compliance with cardiac rehabilitation exercise 
programs. But as Oldridge (1986) points out, although there 
is increasing amount of data on exercise rehabilitation 
compliance, there is little consistency in the data. The 
dropout rate in the cardiac rehabilitation exercise programs 
studies reviewed by Olson ranged from as low as 13% over 12 
months to as high as 88% over 3 months (Oldridge, 1986). He 
cited the variability in the design and length of the 
programs, in the selection of subjects, and in the 
definition of compliance and dropout as making it difficult 
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to determine what factors, programmatic, social, individual, 
or medical, could account for the high and varied dropout 
rates in the programs studied. Also, the studies were not 
uniform in utilizing comparable physical, psychological and 
social dimensions or characteristics of the patients. Many 
of the studies did agree that the first 4 to 6 weeks was the 
most critical period, accounting for almost half of all 
dropout. 
Cultural differences, as well as differences in 
national insurance programs, also add confusion to any 
interpretation of data from Canadian, American, and European 
studies of cardiac rehabilitation. (In this country, the 
most comprehensive insurance companies will not pay for more 
than 12 weeks of cardiac rehabilitation classes: some will 
only pay after 3 weeks if there is deterioration in the 
patients condition or a modification in the patient's 
medicat ion.) 
The findings of a few of the demographic surveys of 
cardiac exercise rehabilitation patients that looked for 
factors that could predict dropouts from an exercise 
rehabilitation program are worth reporting here. Oldridge 
and Spencer (1985) reported that 58% of 85 cardiac 
rehabilitation patients in a six month program had 
attendance records of 75% or above. In this study, 75% of 
the high compliant patients could be identified as having at 
least two of the following characteristics: non-smoker, 
white collar occupation, or active leisure habits. 
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Blumenthal and his colleagues (Blumenthal, Williams, 
Wallace, Williams, & Needles, 1982) reported that in a group 
of 35 patients, the 14 who dropped out of the program within 
one year could be distinguished from the compliers by a 
number of physical and psychological characteristics tested 
when they entered the exercise program. The significant 
characteristics of dropouts were! lower heart functioning 
(lower left ventricular ejection fractions), more 
depression, more anxiety, more socially introverted, and 
hypochondriacal on their MMPI scores and lower in ego 
strength on Barron's ego strength scale. 
Most survey studies of cardiac rehabilitation patients 
have included some basic measure of family support and 
involvement in program compliance. Neil Oldridge and his 
colleagues at the Ontario Exercise Heart Collaborative Study 
(Andrew, et al . , 1981) asked 728 patients to fill out a 
questionnaire about the most likely reasons for their 
compliance rates in the exercise program. Lack of spouse 
support was the most often cited reason for dropping out by 
the 41.6% of the patients who had already left the program. 
The dropout rate of those patients whose spouses were 
negative or indifferent toward the program was three times 
that of those patients whose spouses were supportive. The 
other main reasons for dropping out were the inconvenience 
of the program schedule or location, negative feelings about 
the tiring effects of strenuous exercise, and feeling 
inadequately attended to by the program staff. 
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In his latest review of cardiac rehabilitation 
compliance literature, Oldridge (1986) reported that most 
research has indicated that family support is critical to a 
patients convalescence, recovery and compliance. In 
another study, 43% of the program dropouts indicated 
psycho-social factors (lack of interest or motivation, 
family problems) as the primary reason for quitting their 
program (Oldridge, et al, 1978). These findings indicate 
the need for further study of the role of families in 
cardiac rehabilitation. Some cardiac rehabilitation 
programs now include spouse and family education as a 
regular part of their program. (Oldridge, 1986) (Lui, 1984) 
Family Support and the Compliance of MI Patients 
Researchers in medical compliance have found for some 
time that families can have positive effects on adherence. 
In their extensive review, Haynes, Taylor, and Sackett 
(1979, p462, Table 7) cited 21 studies that examined family 
support. Fifteen of these reported a significant positive 
effect of family influence on compliance, while 6 reported 
no positive or negative effect. 
An early study by Heinzelman and Bagley (1970), 
examined the reasons 282 men gave for starting and 
continuing with an exercise fitness program for men at risk 
for coronary heart disease. They report that at the 
beginning of the program most of the men rated the desire 
to please their wives” as the least important reason for 
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joining. However, when compliant and noncompliant subjects 
were compared, 80% of the 143 men who rated their wives' 
attitude towards the program as positive had good to 
excellent patterns of compliance, while only 40% of the 39 
men whose wives’ were negative or neutral had good or 
excellent patterns of compliance. They concluded that the 
husbands compliance was directly related to the wives' 
attitude towards the program and suggested that the support 
of spouses be actively sought to enhance adherence. 
More recent studies have examined the correlation 
between the attitudes within the family about the MI and the 
patients adherence to the rehabilitation regimen. As Kline 
and Warren (1983) pointed out, although Mis have been found 
to be distressing to both patients and their families, they 
could not find any research on the adherence to cardiac 
rehabilitation and marital (or family) functioning during 
the post-MI, rehabilitation experience. In their study of 
male patients' and their wives' perceptions about adherence, 
they found that a couple's perception of mutuality in the 
marriage could be predicted by their agreement about the 
husband's level of adherence to the health regime, agreement 
about who is responsible for stress reduction and activity, 
and the husband's level of activity. 
Erling and Oldridge (1985) reported on a pilot program 
where the wives and husbands of cardiac rehabilitation 
patients were allowed to attend the exercise classes. They 
reported that 90% of the patients whose spouse attended 
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complied with the program, while only 66% of those with no 
spouse participating were compliant (p < 0.05). The overall 
attendance rate for patients in the spouse program was 79%. 
That was significantly higher than the 56% attendance rate 
of the exercise patients prior to the program. Even the 
patients whose spouses did not participate increased their 
level of attendance. 
One research study examined the connection between 
family issues and compliance in cardiac patients. Hilbert 
(1985) investigated the relationship between spouse support 
and the compliance of male MI patients to the prescribed 
health regime. The patients and their wives were asked to 
report about the level of the patient's compliance. This 
included diet, medication, weight loss, smoking cessation, 
alcohol and caffeine consumption, stress reduction and 
exercise, work load and attendance at exercise classes. 
Social support was defined as "the degree to which the wife 
of an MI patient engaged in activities directed towards 
providing her husband with physical assistance, intimate 
interaction, social participation, material aid, guidance, 
and feedback" (Hilbert, 1985, p 217.) The support was seen 
as objective (countable behaviors), tangible (money, 
transportation, medication, etc.), and psychological 
(praise, encouragement, feedback, etc.). 
Although the results of this study did not support the 
hypothesis that spouse support was related to greater 
compliance, Hilbert speculated that the methodology of her 
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study may account for these results. The range of time 
since the MI for the subjects of this study was 3 months to 
17 years. Spouse support behaviors may have very different 
effects at different stages post-MI. Also the self-report 
measure of compliance rather than some objective measure 
(pill count, attendance record at rehabilitation classes, 
etc.) may not have been accurate. 
Also, there are important theoretical problems with 
Hilbert's research methods that might account for the lack 
of significant results. This study did not view the family 
as an interactional system of meaning and action. Spouse 
support was measured by asking the wives to report on the 
frequency they carried out behaviors that researchers 
theorized to be supportive of compliance. But as pointed 
out by theorists from a communications, interactional 
perspective (Watzlawick, Beavin, & Jackson, 1967; Pearce & 
Cronen, 1980), the same behavior may be viewed very 
differently by the two persons involved in the interaction. 
For example, the reminder that it is time to leave for the 
rehabilitation program may be viewed by the spouse as 
supportive of compliance, but may be viewed by the patient 
as nagging about how he cannot even remember to be on time 
for his appointment. Coyne, Wortman, and Lehman (in press) 
pointed out that these methodological problems are typical 
of most social support studies that examine the relationship 
between some measure of social involvement or global 
perceptions of support and the subsequent health of research 
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subjects. They argued that social support studies on 
illness have neglected to study the actual interactions that 
are "supportive" of healthy behavior and that social support 
researchers fail to account for the effectiveness of a 
hands off" approach to being supportive and for the 
unintentioned poor compliance patterns that can emerge from 
too actively assisting another in their struggle to become 
healthy. The well meaning but "miscarried helping" and 
over-involvement may decrease rather than increase the 
patient s adherance. Husbands and wives may agree on how 
many times the wife performed a particular behavior, but 
that does not tell us the meaning of that behavior for each 
of them, or its effect on their subsequent actions or 
relationship. Also, checking off your supportive behaviors 
from a list of behavioral descriptions of supportive 
actions, as was done in Hilbert's study (1985) does not 
report what was actually said and done during an episode of 
"trying to be supportive", and does not contain information 
about antecedents and the consequences of the action. The 
interpersonal communications perspective taken in this 
disseratation is an attempt to examine as close as possible 
the actual interactions of families during the episodes 
concerning patient compliance and to identify those patterns 
of interaction that result in less compliance even when 
meant to be helpful. 
The issue of time is also important to the results of 
this research. As Hilbert (1985) acknowledged, the 
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assumption that «« supportive behaviors result in compliance 
may be faulty. The high level of "supportive behaviors" 
that some wives acknowledged enacting may have been in 
response to the husband's noncompliance and were actual 
attempts to increase rather than support ongoing compliance. 
The wives of the compliant husbands might have not needed to 
show support through frequent "supportive behaviors" to 
support compliance* Hilbert's study, although failing to 
show the predicted relationship between spouse support and 
compliance, clearly pointed out the need for a family 
systems approach to understanding the actual interpersonal 
interaction associated with non-compliance with a 
rehabilitation regime. 
Also important to this dissertation is Hibert's (1985) 
finding that enrollment in a rehabilitation program was 
found to be important to overall compliance to the health 
regime. There was a significant relationship between 
overall compliance and rehabilitation status (p = .002). 
In a stepwise multiple regression model, rehabilitation 
status was step one, and accounted for 14.82% of the 
variance. Therefore, helping patients enroll and remain in 
exercise rehabilitation classes may result in greater 
adherence to the other aspects of the prescribed medical 
regime and lifestyle modifications. 
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Family Based Compliance Enhancing Strategies 
The Ontario Exercise Heart Collaborative Study has been 
a major research group examining the effects of various 
behavioral strategies for enhancing compliance with cardiac 
rehabilitation exercise programs. They have studied the 
effects of compliance-improving behavioral strategies such 
as self-monitoring, education, development of skills, and 
tailoring (fitting program to daily routine). In their 
study of contracting and self-monitoring, they found that 
those patients who sign a written agreement to comply for 
six months, and learned self-monitoring and goal setting 
skills for their exercise program, had a significantly 
higher rate of compliance than a control group that had the 
usual exercise program (Oldridge & Jones, 1983). 
The Ontario research group view the spouse of a 
patient as critical to the successful compliance with 
cardiac rehabilitation. As Oldridge stated, "The most 
important long-term reinforcer is probably the spouse or 
significant other person able and willing to assist in 
making the necessary behavior change part of a daily 
routine" (Oldridge, 1982, p. 67). They studied the effect 
of a spouse support program on the compliance rate of 
exercise rehabilitation patients (Erling & Oldridge, 1985). 
In their pilot project, 90* of the patients whose spouses 
attended the program complied with the exercise regime, 
compared to 66* of the patients with no spouse participating 
( p < 0.05). The effect of having spouses in the 
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o increase the rehabilitation exercise classes appeared t 
compliance rate of those patients whose spouses did not take 
part in the program. The overall compliance rate increased 
from 56% prior to the initiation of the spouse support 
program, to 79% during the program. 
Outcomes from studies of spouse involvement usually 
point to the need for education for both the patient and 
spouse, and clear and complete information from the 
physician as to the level of heart function post-MI; the 
level of expected chest pain (angina); the prescribed 
medication regime; and the level of exercise, work, and 
sexual behaviors that the patient can physically endure 
during and after the convalescent and rehabilitation phases 
of recovery. Manuals and handbooks for establishing cardiac 
rehabilitation centers include patient and family education 
as important parts of a comprehessive program (Hall, Meyer, 
& Hellerstein, 1984; Hojnacki & Halfman-Franey, 1985; 
Pollock & Schmidt, 1986). 
Family Systems Therapy and Cardiac Patients 
Two research groups have looked at the family system 
and heart disease or chronic illness from a systemic 
perspective. In the late 70's the Family Heart Project, a 
research project at the Mental Research Institute (MRI), 
examined the effectiveness of short term, interactional 
therapy of the wives of MI patients who had been identified 
as "difficult" patients by their doctors by their inability 
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or unwillingness to adhere to their medical and exercise 
prescriptions and the suggested modifications of high risk 
behaviors (smoking, drinking, overeating, etc.). Hoebel 
(1976) reported on the treatment of nine wives of MI 
patients using the MRI Brief Therapy Model. The goal of the 
therapy was to initiate minimal specific changes in the 
husbands high-risk behaviors (i.e. smoking, diet, exercise, 
medication schedule, return to work, depression, etc.) that 
would be significant to the wife as an indication of a first 
step towards further positive change. Therapy sessions 
focused on helping the wives modify their current failing 
"solution" behaviors that were inadvertently helping to 
maintain rather than change their husbands' problematic 
behaviors. Hoebel reported positive behavior changes in 
seven of the nine patients after only five sessions with the 
wives. The patients increased their exercise to an 
appropriate level, lost weight, took control of their own 
diets, became involved in appropriate leisure activities and 
decreased their Type A behavior patterns. The brief 
treatment did not result in any change in the smoking 
behavior of husbands who were smokers. 
The Chronic Illness Project at the Ackerman Institute 
for Family Therapy began in the early 1980's, and by 1983 
had provided "team-oriented family system therapy" for over 
35 families who were "enduring a chronic illness' in a child 
or adult member of the family (Penn, 1983). Many of these 
families entered into treatment for problems that they did 
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not connect to the onset and development of the chronic 
disease. Other families were referred directly due to 
difficulties with managing the chronic disease (Sheinberg, 
1983). The theoretical perspective of this Ackerman 
Institute research team and the perspective of this 
dissertation both stem from the family system therapy of the 
Milan Associates. The Ackerman team utilized much of the 
Milan Associates methods of how to conduct a family session, 
and how to formulate systemic hypotheses about the function 
and fit of the symptoms in the family's ecology, history, 
and perspective on change. 
As the therapy/research team were more interested in 
the family patterns rather than the type of illness, they 
saw families with a wide range of medical problems. The 
chronic illnesses of the family cases they presented in 
their writings included: leukemia, cancer, brain tumor, and 
hemophilia. They alluded to having treated families with 
psychosomatic illnesses, organic and genetic illnesses, 
heart disease, asthma, and diabetes. 
The Chronic Illness Project identified two patterns of 
coalitions configurations which they viewed as acting 
against change in families with chronic illness: 
1.) overt cross-generational coalitions, and 2.) binding 
interactions. They also presented their tentative protocol 
for initiating therapy with families with chronic illness. 
They observed that the effect of all the time and 
energy spent on managing a chronic illness often resulted in 
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these families becoming vulnerable to coalitions bet-een one 
family member and health care providers that undermined the 
established authority arrangements in the family. 
Cross-generational coalitions within the families also 
occurred. But unlike those in families with psychiatric 
problems that must be covert and denied, these coalitions 
were open and viewed as appropriate by the family as a 
adaptation to the needs of the ill family member. The ill 
family member may become aligned with a parent or child, or 
excluded from a coalition with health providers. These 
coalition patterns and subsequent conflicts and symptoms 
were sustained in the context of the spouses' experiences 
with and perspectives on their fami 1ies-of-origin’s illness 
history. According to the Chronic Illness Project team, 
behavioral symptoms appeared just when there was movement 
towards health that might have upset the ongoing family 
pattern. 
The second common family coalition pattern they 
observed involved patterns of "binding interactions" within 
these families. The chronic illness became a negative 
context that could not be changed by the family. The family 
becomes fearful of the illness, its course, its demands on 
family members, and the likelihood of the death of the 
patient. The possibility of any change, even a normal 
developmental change, is then viewed by the family as 
dangerous to the patient's health and is resisted, no matter 
how dangerous to normal functioning and development. 
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From their experiences with these families, the Chronic 
Illness Project Team developed two important strategies for 
treating families with chronic illness. First, they suggest 
that inquiry about chronic illness in both spouses’ 
families-of-origin may uncover critical issues, patterns, 
and attitudes that are effecting adaptation to the current 
illness. They suggest mapping a genogram with the family as 
an economical way of gathering illness history information. 
Secondly, they suggest that families be assisted in 
developing a system in which the responsibility for illness 
management for an adult includes the patient and for a child 
is shared by both parents. They acknowledge that it is 
usually easier for health care providers to deal with only 
one family member. But the coalitions between one family 
member and the health care professionals that excludes the 
ill family member or the other parent from taking any 
responsibility for illness management may hinder positive 
change and should be challenged. 
Systemic Models of Intervention with Noncompliance 
Searight and Noce (1988) have presented their 
preliminary attempt at a systemic model of health care 
compliance assessment and intervention. They pointed out 
that health providers and patients often hold highly 
discrepant views about medical problems and their treatment. 
They proposed that compliance would be enhanced if health 
care providers elicit patients' health beliefs and present 
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the medical information in ways that are compatible with the 
patients belief system. They identified three levels of 
belief, socio-cultural, familiar, and intrapsychic, as 
interacting to form a patient's health beliefs. They 
developed a questionnaire for a structured interview to 
elicit a patients explanatory model of illness and health 
care. The questions cover the patient’s perceptions of the 
etiology of the illness; the timing of the illness in the 
patient s life; the patient's physiological, personal, and 
family reactions to the illness; the course of the illness; 
and the patient s views on the treatment provided. The 
authors hoped that their interview model would help primary 
health care professionals better understand patients' 
conceptions of their illnesses and be able to fit their 
medical explanations, educational discussions, and treatment 
recommendations, to patients' health beliefs. 
Searight and Noce's model is primarily a way doctors 
can understand their patients cognitive maps of their 
medical condition and treatment. A truly systemic view of 
compliance problems should examine the systemic, mutually 
influencing relationships among the intrapersonal, family, 
family/health treatment system, and environmental factors; 
rather than looking to blame the patient, the family or the 
health providers for the difficulties. Noncompliance should 
not be viewed primarily as a characteristic of the patient, 
the family, or the treatment system, but as a problem that 
occurs within the context of the patient, his family and 
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their larger interpersonal systems (work, school, community, 
health care, peers, cultural). A systemic view includes not 
only the behaviors within these relationships, but also the 
meanings and understandings made by the family members, 
health care providers, etc., of their own and each others 
actions concerning the noncompliance. The individual, 
family, and the health care system are systemic parts rather 
than independent and context free. Golishian and Anderson 
(1983) noted that systemic problems are best viewed as part 
of problem oriented" systems of meaning and action that may 
include a number of different interpersonal relationships 
and systems - not just the patient and the family. 
Harkaway and Madsen (in press) developed a medical 
noncompliance assessment interview for family therapists and 
primary health care providers based on the Milan Systemic 
Therapy that includes meanings and interaction of multiple 
systems. In their model, the family and the treatment 
systems are viewed as two distinct cultures "each with their 
own set of diverse beliefs and preferred styles of 
interacting" (Harkaway & Madsen, in press). Their model 
requires that the therapist map the beliefs and past 
interactional sequences of the family/treatment system to 
best understand and affect the problem of noncompliance. 
They identified four areas of beliefs that may influence 
treatment compliance. They are: 1.) beliefs about the health 
problem; 2.) beliefs about the current treatment of the 
problem: 3.) beliefs about the role of the health care 
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professional in the treatment; and 4.) beliefs about the 
role of the family in the treatment. What the patient, the 
family, and the health care system believe, and how those 
beliefs differ or are contradictory are important 
information to understanding the failures of treatment, and 
the conflicts and misunderstandings within the family 
treatment system. 
Harkaway and Madson (in press) viewed past 
interactional sequences as important to understand the 
current problem. How the family has dealt with health care 
may include critical incidents" that are used by the system 
as contexts for the present behavior. The interactions 
viewed as important are! 1.) the intrafamiliar interactions 
around medical problems; 2.) the family's previous history 
of interaction with medical professionals; 3.) the health 
care providers' history of interactions with other families; 
and 4.) the nature of the referral process and initiation of 
treatment for noncompliance. 
The first three categories help the therapist understand 
possible contexts and rules the family and health care 
professional hold about the current situation and what 
factors are guiding their actions. The last category of 
interaction clarifies just who in the system views the 
patient's behavior as problematic. It may only be the 
health care provider that considers it a problem, while the 
family is agreeing to a consultation with a therapist 
for some other reason or because of some kind of duress. 
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If the relationships within the family and with health care 
providers are understood, the dangers of taking sides with 
one part of the family/treatment system and of repeating 
failed patterns of helping can be avoided. Harkaway and 
Madson suggested that after this getting this information 
a therapist could develop systemic interventions to 
challenge, block, or uncover the patterns of belief and 
action within the patient/family/health care system that 
result in noncompliance. 
This review of literature on compliance with health 
care began with Litman's plea that the family be viewed as 
the basic unit of health care (1974). Comprehensive reviews 
of research have pointed to family support as important to 
higher compliance with medical regimen. More specifically, 
studies of compliance with cardiac rehabilitation have found 
no clear indicators, personal, environmental, or 
programmatic that can explain most of the noncompliance with 
exercise rehabilitation. This researcher takes the position 
that a systemic perspective on all the personal, family, and 
health care system factors is the most productive way of 
understanding noncompliance. This research examines the 
possibility of general family dimensions, adaptability and 
cohesion, on the Circumplex Model may be important to 
compliance. This is then contrasted with systemic 
interviews of families of compliant and noncompliant 
patients to see if patterns of meaning and action in the 
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conversations about compliance can be found in these 
families that sustain the problem. 
The next section of this literature review will cover 
the theoretical stance of this research. It will include a 
review of the systemic family therapy model of the Milan 
Associates; a review of the Circumplex Model of family 
functioning, and the hypotheses of this research. 
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Theoretical Per spec tive s 
The primary research questions of this study are based 
on two contrasting views of family systems, Milan systemic 
family therapy theory, and the Circumplex model of family 
functioning. The "Milan" systemic therapy examines problem 
behavior in the context of ongoing interaction, individual 
contexts and meanings of family members and the other 
significant systems involved in the problem (Boscolo, 
Cecchin, Hoffman, & Penn, 1987). In contrast to this 
emphasis on patterns of interaction, premises, meaning, and 
larger contexts, other family systems theoreticians and 
therapists focus on the more stable, global, aspects of 
family structure (Minuchin, 1973; Haley, 1976). Olson and 
his colleagues at the University of Minnesota have utilized 
this structural perspective and developed the Circumplex 
Model of Family Functioning and the FACES scales of family 
cohesion and family adaptability. (Olson, McCubbin, Barnes, 
Larsen, Muxen, & Wilson, 1983). 
This dissertation reseach project utilized both the 
Milan systemic analysis of process and contexts and the 
Circumplex Model's analysis of family structure to study 
cardiac rehabilitation patients and their families. The 
following section of the literature review will outline the 
basic principles of the Milan Associates systemic family 
therapy and the Circumplex model of family functioning as 
used in this study. 
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Milan Systemic Family Th erapy 
The Milan method of systemic family therapy began in 
1971 when Drs. Mara Selvini Palazzoli, Luigi Boscolo, 
Gianfranco Cecchin, and Giul'iana Prata began collaborating 
on developing their own model of family therapy. They first 
based their work on the theory of the Mental Research 
Institute (Watzlawick, Beavin, & Jackson, 1967) and Jay 
Haley (1963), and later on the theoretical position of 
Gregory Bateson (1972). Their initial focus was on the 
treatment of families of anorectics, and later families with 
severe problems, mainly psychosis. 
After publishing the book, "Paradox and Counterparadox" 
(Selvini Palazzoli, Boscolo, Ceccchin, & Prata, 1978), and a 
number of articles on the theory and practice of their work, 
The Milan team split up in 1980. Drs. Selvini and Prata 
began research into the "invariant prescription" for all 
families; and Drs. Cecchin and Boscolo increased their focus 
on training and consultation to therapists desirous of 
learning their systemic model of therapy. This section of 
the literature review will cover the theoretical position of 
Drs. Cecchin and Boscolo as it has been evolving and 
expanding through their collaboration with family therapists 
and communications theoreticians (Boscolo, Cecchin, Hoffman, 
& Penn, 1987; Cronen, 1986; Cronen & Pearce, 1985; Hoffman, 
1981; MacKinnon, 1983; McNamee, Lanamann, & Tomm, 1983; 
Tomm, 1984a, 1984b, 1985). The next section will outline 
the Circumplex Model, followed by the research hypotheses. 
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Theoretical Assumptions of thP Milan 
As stated earlier, the Milan Associates began the 
development of their cybernetic, systems family therapy by 
building on the "Interactional View" theory as presented in 
"Pragmatics of Human Communications" (Watzlawick et al., 
1967). They later shifted their theoretical position to 
follow the theoretical stance of Gregory Bateson as he 
developed it in "Steps to an Ecology of Mind" (1972). At 
the same time, they continued to use the concepts of 
coalitions, triadic theory, and family structure from the 
work of Haley, MRI, and even psychoanalytic family 
therapists, as these fit with their theoretical position 
(Tomm, 1984a). 
The Milan Team views a family as one type of a 
"natural-group-with-history that comes into existence over a 
period of time through a series of transactions and 
corrective feedback." (Selvini Palazzoli et al., 1978, 
pg 3). The relationships between family members are seen as 
reflexive with no hierarchy of control between members of 
the family. As they state: 
None of the members of the circuit have unidirectional 
power over the whole, although the behavior of any one 
of the members of the family inevitably influences the 
behavior of others.every member influences the 
other, but is, in turn influenced by them. The 
individual acts upon the system, but is at the same 
time, influenced by the communication he receives from 
it. (Sevini Palazzoli et al., 1978, p. 5) 
A cybernetic systemic view therefore rejects the 
typical Western belief in a causal, mechanistic world in 
which one event causes another. Instead each action is both 
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correcting, cause and effect, part of a larger self 
cybernetic system. This systemic view rejects both the 
notion that the symptom caused the responses of the family 
and that the family system cause the symptom. The family is 
not reacting to a "sick" individual and the symptomatic 
member is not the victim of a dysfunctional family. A 
cybernetic theory of therapy requires that the therapist not 
blame any part of the system for the problems - the parts of 
the problem co-evolved together. The best explanation of 
the problem is in the fit between the family and the 
problem - what the Milan team call the "family game." Their 
systemic view also rejects the idea of a systemic "function" 
for the symptom. The misbehavior of a child does not cause, 
or function to, detour the tension between the parents. The 
family does not "need" the child to be sick. But the 
problems of the child do have the effect of not leaving 
enough time or energy for the parents to complain or argue 
about their own issues. A symptomatic pattern of 
interaction develops in the family system, through trial and 
error, over time, so that the various interactive sequences 
fit together in a unique pattern. 
The Tyranny of Linguistic Conditioning 
The Milan Team recognized that our language is tied to 
a mechanistic, causal view of behavior. They credited 
Shands (1971) and Bateson (1972) as sensitizing them to the 
"tyranny of linguistic conditioning." Language guides us to 
view the world in linear, cause and effect, moralistic terms 
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that place blame for pathology within individuals 
(personality disorders, mental illness, brain dysfunctions, 
etc.), rather than in the interactive process. Also, the 
separation of a relationship into dichotomous roles (passive 
and aggressive, pathological and passive, etc.) results in 
blaming one person and seeing the other as the victim. To 
escape the constraints of language and be consistent with a 
cybernetic view, the Milan Team describe families caught in 
schizophrenic transaction as "showing" attributes and 
behaviors in certain contexts rather than "being" depressed 
or "having" schizophrenia or a borderline personality. The 
Milan Team view all their actions and interventions in 
therapy "to be efforts to overcome the linguistic barrier in 
order to enter the world of circularity." (Selvini 
Palazzoli et al., 1978, pg 53). 
A family system is viewed as a system of information 
and feedback loops of interaction. Information within a 
cybernetic system is made up of differences or change in 
difference. This is very different from a Newtonian, 
physical science view of systems of forces and energy. As 
Bateson (1972) stated: 
When you enter the world of communication, 
organization, etc., you leave behind that whole world 
in which effects are brought about by forces and 
impacts and energy exchange. You enter a world in 
which "effects" - and I am not sure one should still 
use the same word - are brought about by differences. 
That is, they are brought about by the sort of "thing" 
that gets onto the map from the territory. This is 
difference, (pg 452) 
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A systemic theory of family interaction involves not 
only the behaviors that make up the family interactions 
concerning a problem, but also the "maps" - the perceived 
differences, relationships, and premises through which the 
family views itself, its past, present, and future actions. 
As Tomm (1984a) pointed out, the Milan team has always 
accepted the view that "systems show characteristics of both 
homeostasis and transformation." The initial family systems 
view of families as stuck in "pathological" homeostatic 
patterns has been replaced with the perspective of systems 
as predominately evolving. According to Tomm, from the 
Milan team's perspective: 
The family only appears to be stuck; in actuality, it 
was always changing. The patterns of behavior that 
yielded the impression of stuckness or homeostasis were 
the result of epistemological errors made by the 
family. (Tomm, 1984a, pg 118) 
Hypothesizing--Circularity--Neutrality: 
Three Guidelines for the Conductor of the Session 
In "Paradox and CounterParadox" ( Selvini Palazzoli 
et al . , 1978), the Milan team described their theoretical 
position, presented case examples, and emphasized the use of 
end-of-session interventions to promote change in the 
family. Their later paper, " Hypothesizing-Circular i ty- 
Neutrality: Three Guidelines for the Conductor of the 
Session" (Selvini Palazzoli, Boscolo, Cecchin, & Prata, 
1980), they admitted that they had not explained if they 
conducted the family interviews in any particular manner. 
They described their interview process as being based on 
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those three principles to ensure consistency with a 
systemic, non-linear epistemology. 
Hypothesizing. Hypothesizing refers to "the 
formulation by the therapist of a hypothesis based on the 
information he possesses regarding the family he is 
interviewing" (Selvini Palazzoli et al., 1980, p.4). Every 
therapist, (and family member) organizes how they will act 
based on some theory of human nature and hypotheses that fit 
with the data available about the family. A systems 
oriented therapist, therefore, develops hypotheses about the 
possible cybernetic, circular connections and fit among the 
symptomatic behaviors, the behaviors of the other family 
members, and the family system's relationships to others 
involved with the problem. 
The Milan Team ritualizes the making of all hypotheses 
about the family. An initial hypothesis is formulated from 
the information gathered in the initial telephone 
conversation with the family member setting up the first 
appointment and the information offered by the referring 
person. This initial hypothesis is, of course, not based on 
adequate information to formulate a systemic hypothesis. 
However, it serves as a guide for the type of information 
the therapist will view as important to gather from the 
family. The hypotheses the therapist subsequently 
constructs are systemic in that they take into account the 
interaction, in the past and the present, of all members of 
the family, the referring person, and others involved in the 
42 
problem. The team also takes 
contexts of the family and th 
similar families. The content 
hypotheses are developed from 
referring person, the family 
experience of the therapists 
(1984b) states that: 
into account the cultural 
eir clinical experience with 
and form of the systemic 
the information from the 
itself, and from the clinical 
with similar families. Tomm 
The Milan Team use a variety of concepts and ideas 
from current psychological theories: psychoanalytic 
theory, triadic theory, attachment theory, structural 
theory, etc.if....it enables the therapist to 
connect the relevant behaviors of all (or most) of the 
family members in a meaningful manner. (1984b, pg 47) 
The initial and subsequent hypotheses are tested by how 
they fit with the information developed in the interview and 
the family s reactions to the interventionsJ and are either 
confirmed, modified, or rejected. A hypothesis about a 
family is not seen as true or false, but as more or less 
useful to the development of information about the family. 
A systemic therapist may be 'mistaken' about a family, and 
commit "errors" in what he asks the family and what 
interventions he prescribes. But the new information 
generated by the reaction of the family to the questions 
asked and the intervention given is important to the 
development of other hypotheses that may be more useful in 
provoking change in the family. Also, having the therapist 
actively testing systemic hypotheses about the family from 
the onset of therapy ensures that the therapist will not 
encourage the family to present just their usual 
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explanations that rigidly blame one thing or person for the 
problems. The questioning of the family by the therapist to 
test systemic hypotheses may actually create new information 
and meanings for the family, and lead to change in behavior. 
N.eut r a 1 i t y. In Milan systemic therapy, to 
maintain a systemic perspective, it is important to behave 
in a neutral manner towards all family members so that no 
one member feels that the therapist is taking sides or 
remaining on one member's side against the others. The 
Milan Team recognized that asking one family member to 
comment on the relationship between two others puts the 
therapist in a momentary alliance with that one member. But 
neutrality is protected by the therapist’s efforts to get 
everyone's perspective on the family relationships, and his 
refusal to enter into any coalitions or special 
relationships with any family member. This stance of 
neutrality also inhibits the therapist from moralizing to 
the family about their problems or becoming the agent of the 
state who must control the behavior of one or more family 
member. The Milan Associates view systemic therapy as being 
impossible when the therapist is considered the "social 
control agent" for the state which must protect the client 
or others (Boscolo, Cecchin, Campbell, & Draper, 1985). 
Tomm (1984a) pointed out that there are three major 
dimensions to systemic neutrality. Besides neutrality 
vis-a-vis the persons in the family, there is also the 
neutrality towards the ideas and goals of the family 
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members, and neutrality towards the goals of therapy and 
change itself. The actions and beliefs described by the 
family as negative are not immediately accepted as 
necessarily bad or wrong, but become the subject of 
questions about the effects of these events and ideas on the 
family, and what may occur if there was a change. Tomm also 
views as important the neutrality towards goals and change. 
The systemic therapist does not set behavioral goals for or 
with the family, but has the meta-goal of helping the 
family’s ability to "find its own self-healing capacity and 
elaborate its own solutions" (Tomm, 1984b). 
Circularity. Circularity refers to the task of 
the therapist to conduct his investigation of the systemic 
hypothesis based on feedback from the family about the 
differences in the various relationships among family 
members, and the changes that the family has exerienced. 
One basic method for getting information is the triadic 
question. Instead of asking one person about his or her own 
relationship with another family member, which may only 
result in the person's stereotypical response, the therapist 
asks one family member to discuss the relationship between 
two other family members. The information expressed and the 
discussions evoked gather information about the relationship 
among all three (or more) family members. 
Circularity also refers to the types of questions which 
can generate systemic information. The Milan Associates 
described five types of circular questions. These are! 
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1. ) Questions that ask about specific patterns of 
interaction and the behavior of all family members during 
the episode. What and when each person does in relation to 
the problem situation. 
"When John and Mary argue, what is father doing?" 
"When does he come in to stop the argument, before or 
after mother does?" 
2. ) Questions that ask about behaviors of family as 
differences among family members rather than intrinsic 
qualities of the persons. 
"Who gets the most upset, John or Mary, or father?" 
"Who is the closest to mother since the accident?" 
3. ) Questions of ranking of family members on the 
intensity or frequency of specific behaviors that all 
exhibit. 
"Who in this family believes the most (second most) 
that John is trying to get Mary to leave?" 
"Who is the most supportive of mothers attempts to get 
help?" 
4. ) Questions about difference or change in 
relationships before and after a specific event. 
"Did John show more or less depression after Mary left 
for college?" 
"Did your parents argue more or less after the heart 
attack?" 
5. ) Questions about change and relationships given a 
hypothetical event or change in circumstance. 
"If Mary were to get married and left home, who in this 
family would become closer to mother? 
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6.) Questions to "enlarge the field of observation" 
from subgroups to more encompassing systems (entire family 
to extended family to referring person, community, etc.) 
These questions explore the relationship of the family to 
others who may be part of the problem issues. 
"When Bob refuses to take his medication, who is the 
first person to talk with his doctor?" 
"Who else helps with this problem?" 
A number of systemic therapists have developed 
taxonomies of the types of circular questions that can be 
asked in an interview that expand the scope of circular 
questioning (Fleuridas et al, 1984; Penn, 1982; Tomm, 
1985). 
Families and Larger Systems 
The Milan Associates' systemic theory is not just a 
theory of family behavior. It examines not only the ongoing 
interactions and meanings within the family but also 
examines the relationships between the family and the 
therapist, the referring person, health care professionals, 
and other interpersonal systems that are involved with the 
problem. Their position is that rather than viewing the 
family or individual as sick or dysfunctional, therapists 
must view the problem as part of the "significant system." 
(Boscolo et al., 1986). 
Systemic Family Therapy and CMM 
The clinical interview methods of the Milan Systemic 
Family therapy are augmented in this study of compliance by 
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the research interview methods of the Coordinated Management 
of Meaning (CMM) theory of interpersonal communications. 
CMM and the Milan systemic family therapy share meta- 
theoretical positions on the reflexive nature of meaning and 
action. Family members' ideosyncrat i c meanings are seen as 
socially constructed through interaction. These meanings 
effect subsequent interactions, which in turn effect 
meaning. CMM theoreticians have studied a number of issues 
important to systemic therapy. They have explored the 
nature of paradox as reflexive loops between context levels 
(Cronen, Johnson, & Lannaman, 1981), developed a model of 
personal change in family therapy (Cronen, Pearce, & Tomm, 
1985), and offered an initial explanation of how Milan 
Systemic family therapy ’works' (Cronen & Pearce, 1985). CMM 
theoreticians stress that a thorough systemic analysis of a 
family must include both the accounts of the actual 
behaviors and actions during critical episodes, as well as 
the meanings and contexts each participant utilizes to guide 
understanding and action (Cronen, 1986). The formal rule 
model of CMM was not applicable to this research, but CMM' s 
focus on actual episode content, the ideosyncratic meanings 
and action rules of family members, and the temporal and 
hierarchical contexts of the episodes explored in this study 
to clarify the patterns of interaction that hinder rather 
than promote compliance with cardiac rehabilitation. 
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The Circumflex Model of Family and Marital 
Sys t ems 
The Circumflex Model of Family and Marital Systems was 
developed by David Olson and his associates at the Family 
Social Science Department of the University of Minnesota. 
It was inductively developed to unify and operationalize the 
varied multitude of systemic concepts used by family 
researchers and therapists to describe the interaction of a 
family system. Their goal was to "facilitate bridging the 
gaps that often exist among theorists, researchers and 
practitioners" (Olson, Russell, & Sprenkle, 1979, p 5). 
They found that two dimensions, Family Cohesion and Family 
Adaptability could subsume many of the theoretical concepts 
developed by family systems theoreticians and researchers. 
Family Cohesion 
In the Circumplex Model, Family Cohesion is defined as 
the emotional bonding that family members have toward one 
another" (Olson, McCubbin et al., 1983). Variables that are 
used to diagnose and measure family cohesion in the 
Circumplex model are: emotional bonding, boundaries, 
coalitions, time, space, friends, decision making, interests 
and recreation. The four levels of the family cohesion 
dimension are: disengaged (very low), separated (low to 
moderate), connected (moderate to high) and enmeshed (very 
high). The two middle levels, "separated" and "connected" 
in which there is a balance between too much and too little 
cohesion, are hypothesized in this model as being the most 
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conducive to adequate family functioning and fewer problems. 
Families operating at the high end of the continuum, 
"enmeshed”, are characterized as having over-identification, 
extreme loyalty and consensus, and little tolerance of the 
individuation of family members. Families operating at the 
low end of the continuum, "disengaged", are characterized as 
encouraging high levels of individual autonomy with little 
attachment or commitment among family members. "Enmeshed" 
and "disengaged" families are hypothesized to be those that 
will have most often come into treatment for psychological 
and interpersonal problems. 
Olson and his colleagues recognized that these 
generalizations are culturally biased and may only hold for 
families within our dominant culture and society. Other 
cultures value consensus and loyalty over individuation and 
disengagement. Therefore, if the normative expectations 
within the culture (or sub-culture) and of all family 
members are towards extreme cohesion, then poor family 
functioning is not expected. 
Family Adaptability 
Family Adaptability is defined as "the ability of a 
marital or family system to change its power structure, role 
relationships, and relationship rules in response to 
situational and developmental stress" (Olson, McCubbin, et 
al., 1983). Concepts used to measure this are: family power 
(assertiveness, control, discipline), negotiation styles, 
role relationships, and relationship rules. The 
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adaptability dimension is also divided into four levels: 
rigid (very low), structured (low to moderate), flexible, 
(moderate to high) and chaotic (very high). 
The two central levels, "structured" and "flexible" are 
seen as conducive to marital and family functioning, while 
the two extreme levels, "Rigid" and "Chaotic" are seen as 
being more problematic for family functioning. Within the 
two central levels, families are viewed as having the 
ability to remain stable, but change appropriately when 
under stress. In systems terms, they are said to exhibit 
morphostasis, the tendency to resist change and protect the 
status quo, and morphogenesis, the ability to develop 
and change when appropriate. 
Family Communication 
The Circumplex Model contains a third dimension, 
"Family Communications." Positive family communications 
skills (empathy, reflective listening, supportive comments) 
are viewed as enabling a family to discuss needs and 
preferences for stability and change, connectedness and 
individuation. Negative family communications (double 
messages, double binds, criticism) minimize the family’s 
abilities to share needs and inhibit the family from making 
functional changes in the dimensions of cohesion and 
adaptability (Olson, McCubbin et al., 1983). 
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Family Types 
In the Circumplex Model, the two dimensions, family 
adaptability and family cohesion, each with four levels, are 
Placed in a 4x4 matrix to form 16 cells that correspond to 
16 different family types, (figure 1). The 16 family types 
are divided into three groups? 
dimensions^ ^ ^ Ce"tral CeUS’ baUnced °" »°‘b 
only^on^dimens ioiO 8 neXt ^ *he °enter’ e’“re"e «“ 
3. Extreme (the four most distant from the center, extreme 
on both dimensions) 
Circumplex hypothesis 
The main hypothesis of the Circumplex model is that 
families that function in the balanced range will be able to 
deal with stress and have less problems than the families 
that function in the extreme range. The relationship 
between the two dimensions is assumed to be curvilinear; too 
much or too little cohesion and/or adaptability leads to 
dysfunction in the family due to the family's difficulty 
dealing with developmental and situational changes. It is 
assumed by the model that most normal families fall within 
the Balanced group and that most families seen in therapy 
come from the extreme group. 
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Figure 1. The Circumplex Model: Sixteen Types of Family and 
Marital Systems 
53 
FACES IT T 
Olson and his colleagues developed the Family 
Adaptability and Cohesion Evaluation Scales (FACES) and the 
Clinical Rating Scale (CRS) to measure cohesion and 
adaptability within families. FACES is a self-report 
instrument that measures an insider’s view of the family, 
while the CRS provides an observer's perspective on the 
f ami 1y. 
The FACES instrument was initially developed in 1979 as 
an 110 item scale, revised to a 50, then a 30 item scale. 
Its most recent form, FACES 1119 has been pared down to 20 
items. The FACES II 50 item scale was administered in a 
national survey of 2,412 individuals (1000 "normal" families 
from all seven life cycles stages). The FACES III 20 item 
scale was developed from that survey to improve its 
reliability, validity and clinical utility. (FACES III and 
its reliability and validity will be reported on in the 
methodology section of this proposal.) 
FACES I and FACES II have been used to test the central 
hypothesis of the Circumplex Model with a number of 
populations. They have been used to compare non-problem 
families with families in family therapy (Protner, 1981), 
families with runaways (Bell, 1982), high risk families 
(Garbarino, Sebes, & Schne11enbach, 1984), families of 
schizophrenics (Clarke, 1984), families of Alcoholics (Olson 
& Killorn, 1985), families of sex offenders (Carnes, 1985), 
and families of juvenile offenders (Rodick, Henggeler, & 
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ese studies supported 
Hanson, 1985). The results of all th 
the ma*n hypothesis of the Circumpiex Model and indicated 
that the Ci rcumpl ex Model and the FACES instrument can 
dlstinguish between non-symptomatic families and families 
with varying degrees of problems. 
The importance of a family's satisfaction with their 
levels of cohesion and adaptability has also been 
demonstrated. An outcome study on therapy for Alcoholics 
and their families (Bonk, 1984) found that while there was 
little difference on pre and post scores of family cohesion 
and family adaptability, significant increases on the Family 
Satisfaction scale scores did occur between pre-post and 
pre-follow-up. 
Milan Systemic Therapy and the Circumplex model 
While these two family systems theories, The Milan 
Systemic Family Therapy theory and the Circumplex model of 
family functioning are both systems views, they focus on 
different aspects of family interaction. The Circumplex 
model was developed as a research model to assess the 
connection between family functioning and problems. The 
Milan systemic family therapy theory was developed as a 
clinical system to help troubled families. The former 
looks at families as having relatively stable but changeable 
attributes, family adaptability and family cohesion, and 
proposes "family types" that might be related to the 
family's inability to deal with difficulties. The latter 
looks at the unique evolving "ecology of ideas" of each 
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family and attempts to discover ways of 
changing the family's premises about a p 
research hypotheses of this dissertation 
basic premises of these two theories. 
explaining and 
roblera. The 
follow from the 
Hypotheses 
Quantitative Research Hypotheses 
The following hypotheses for the quantitative part of 
this study follow the Circumplex Model's central proposition 
that balanced families will function more adequately than 
extreme families. As Olson states, "Families that are 
extreme in both dimensions (cohesion and adaptability) will 
have more difficulties with situational and developmental 
stress. (Olson et al., pg 5, 1985). Hypothesis I combines 
both cohesion and adaptability, while hypotheses 2 and 3 
look at compliance and each family dimension, cohesion and 
adaptability, separately. Hypothesis 4 examines how 
satisfied patients are with their families adaptability and 
cohesion. Hypothesis 5 examines the connection between the 
demographic, self report, and risk factors for heart disease 
and compliance. 
Hypothesis 1 
HI: Following the main hypothesis of the Circumplex 
Model of family functioning, families that are scored by 
subjects at the extreme four quadrants of the Circumplex 
Model (extreme on both family cohesion and family 
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adaptability) will have significantly more patients who are 
noncompliant with the rehabilitation program than those 
families that score in the four balanced quadrants of the 
Clrcumplex Model.(mid-range on both family adaptability and 
family cohesion). 
Hypothesis 2 
H2: Families that are scored by subjects as extreme in 
family cohesion, as measured on FACES III, will have 
significantly more MI patients who do not attend exercise 
rehabilitation regularly enough to experience the 
conditioning effect of the exercise. Following the research 
on social support in families (House, 1981) and the problems 
of over involvement (Coyne, Wortman, & Lehman, in press), 
families that are rated as disengaged (low cohesion) or 
enmeshed (high cohesion) will have significantly more 
patients who are noncompliant with the rehabilitation 
program than those families that are rated in the mid-range 
on family cohesion. 
Hypothesis 3. 
H3: Following the research on the effects of chronic 
illness on role change and family structure, those families 
that are rated by subjects as chaotic (high adaptability) or 
rigid (low adaptability) will have significantly more 
patients who are noncompliant with the rehabilitation 
program than those families that are rated in the mid-range 
on the scale of adaptability (flexible or structured). 
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Hypothesis 4. 
While the main hypothesis of the Circumplex Model 
emphasizes that "balanced- families will generally function 
better than "extreme" families, Olson and Wilson (1985) 
have proposed an important exception that states: 
If the normative expectations of a couple or family 
supports behaviors on one or both extremes of the 
circumplex dimensions, they will function well as long 
as all family members accept these expectations." 
(Olson & Wilson, p. 43, 1985) 
Therefore, H4: patients who report higher levels of 
family satisfaction will be at higher levels of compliance 
than patients who report lower levels of family 
satisfaction. This hypothesis takes into account the 
different normative expectations of a family and the 
different cultural backgrounds where behaviors that are 
extreme in adaptability or cohesion are seen as appropriate 
and necessary, and would not interfere with patient 
f unctioning. 
Hypothesis 5. 
H5: there exist statistically significant relationships 
between the patients level of compliance and the patient's 
demographic, medical, risk factor, and employment data, the 
patient's perception of family support, self-reported 
difficulties with compliance, and the FACES III and Family 
Satisfaction data. 
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Case Study Hypothesis 
The hypothesis of the case study phase of this research 
follows from the basic proposition of the Milan Systemic 
family therapy theory that holds that family problems are 
best understood as an "ecology of ideas." Therefore the 
basic hypothesis for each family interviewed was that there 
are patterns of behavior and meanings within the family and 
the "significant system" that are part of the problem of 
continued noncompliance with cardiac rehabilitation exercise 
classes. Following from the work on misplaced helping 
(Coyne, et al., in press), it is also hypothesized that 
family members' attempts to be supportive and helpful have 
in fact become part of the cycle of interaction that 
inhibits increased compliance with cardiac rehabilitation 
r egimen. 
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"When Bob refuses to 
first person to talk 
"Who else helps with 
take his medication, 
with his doctor?" 
this problem?" 
who is the 
A number of systemic therapists have developed 
taxonomies of the types of circular questions that can be 
asked in an interview that expand the scope of circular 
questioning (Fleuridas et al, 1984; Penn, 1985; Tomm, 
1985). 
Families and Larger Systems 
The Milan Associates' systemic theory is not just a 
theory of family behavior. It examines not only the ongoing 
interactions and meanings within the family but also 
examines the relationships between the family and the 
therapist, the referring person, health care professionals, 
and other interpersonal systems that are involved with the 
problem. Their position is that rather than viewing the 
family or individual as sick or dysfunctional, therapists 
must view the problem as part of the "significant system." 
(Boscolo et al., 1985). 
Systemic Family Therapy and CMM 
The clinical interview methods of the Milan Systemic 
Family therapy are augmented in this study of compliance by 
the research interview methods of the Coordinated Management 
of Meaning (CMM) theory of interpersonal communications. 
CMM and the Milan systemic family therapy share meta- 
theoretical positions on the reflexive nature of meaning and 
action. Family members' ideosyncratic meanings are seen as 
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CHAPTER 3 
METHODOLOGY 
Int roductinn 
The basic hypothesis of this research is that the 
compliance problems of cardiac rehabilitation patients are 
interactional in that there is an interpersonal, systemic 
logic that develops that binds the patient, family and 
health care providers to patterns of action that inhibit the 
patient from being successful in his rehabilitation. 
Noncompliance issues have just begun to be described as a 
family or systems communication issue (Penn, 1983), but 
have yet to be described in detail. Therefore a case study 
approach was the most appropriate method to study the actual 
events concerning the patient's compliance from a social 
constructivist perspective. In order to add depth to the 
study of the contexts and interactions that involve 
compliance issues, families of both compliant and 
noncompliant patients were interviewed. 
This study includes both quantitative and qualitative 
research methods to explore the relationship of family 
functioning and interaction with compliance with an exercise 
rehabilitation regime. This research model has been 
identified by Denzin (1978) as "methodological 
triangulation" - the use of multiple research method to 
investigate a particular problem or issue. The initial 
phase of this study, the quantitative research, examines 
the relationship between global structural aspects of family 
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functioning, family cohesion and family adaptability (as 
defined by the Circumplex Model) and compliance with cardiac 
rehabilitation. The case studies examines how patients and 
their families (from the larger sample) have reorganized and 
how they make sense of their interactions concerning the 
patient's illness, his adherence to rehabilitation regimens 
and their relations with health care professionals. 
Subjects 
All subjects in this study were outpatient cardiac 
patients enrolled in exercise rehabilitation programs in 
Western Massachusetts. Five exercise rehabilitation 
programs participated in this study. One was located at a 
university medical center, three at city hospitals, and one 
at a private, for-profit outpatient cardiac rehabilitation 
program. All five programs provide patients with supervised 
cardiovascular conditioning exercise classes, and patient 
education on cardiovascular disease, diet and risk factor 
modifications for heart patients, and medication monitoring. 
All of the programs were considered Phase III exercise 
conditioning programs. All subjects from those programs had 
already completed the inpatient Phase I and the outpatient 
Phase II exercise/education programs. 
The subjects of the questionnaire phase of this study 
were married, male, post MI patients, between the ages of 35 
and 75, who were enrolled in a cardiac rehabilitation 
program. These men had no physical debilitation, severe 
heart damage or severe pain that would have limited their 
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ability to adhere to the rehabilitation re!i.e of exercise, 
diet, and risk factor reduction (smoking, etc.). 
Four subjects from the questionnaire group along with 
their spouses and children were interviewed for the case 
study part of this research. They were selected to be 
interviewed based on their level of compliance (one high and 
three low) and their fit or lack of fit with the 
hypothesized relationship between family functioning and 
compliance from the quantitative research. 
Definition of Compliance 
Researchers have found that patient compliance with 
medical prescriptions and lifestyle changes has been 
difficult to measure. Self-report by the patients 
themselves, and even pill count methods have often been 
found to be inaccurate (Gordis, 1979). Studies of cardiac 
rehabilitation have been criticized for their lack of clear 
criteria for definitions of noncompliance and dropout 
(Oldridge, 1986). Since most cardiac rehabilitation 
programs consider exercising three times each week necessary 
for progress and cardiovascular conditioning, compliance was 
defined as an attendance record of at least 70% of the 
scheduled exercise classes over the initial 12 week period 
of the phase III program. 
The noncompliant subjects in this study are those 
patients who have an attendance record at exercise classes 
of less than 70%, including those who dropped out before 
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they had attended 70S of their classes. Attendance records 
at exercise sessions, demographic and psycho-social data, 
diagnoses, record of heart surgery, and risk factors, as 
recorded in the patients' medical records, were also 
collected for this study. 
PART I Quantitative Methodology 
This part of the dissertation was developed to search 
for any general relationship between the cardiac patients' 
perception of family functioning as measured on the FACES 
III self-report questionnaire and the patient's level of 
compliance. The FACES III questionnaire measures the 
patient's perception of his family on scales of family 
cohesion and family adaptability as defined by the 
Circumplex Model of Family Functioning (Olson, et al., 
1983) . 
Independent Variables 
The independent variables in this research are: 
1.) The level of perceived family functioning as 
measured on: 
a. Level of family cohesion (balanced, mid-range, 
extreme) 
b. Level of family adaptability (balanced, 
mid-range, extreme) 
2. ) Family Type (Balanced, Mid-range, and Extreme) 
Combined levels of functioning on both family cohesion and 
family adaptability. 
3. ) Patient's score on the Family Satisfaction scale. 
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Dependent Variables 
The dependent 
compliance with the 
measured by actual 
during the 12 weeks 
compliance with the 
noncompliance with 
variable in this research is 1 1 
exercise rehabilitation program, as 
attendance level at the exercise program 
of the program. (Attendance > 70% = 
exercise program. Attendance < 70% = 
the exercise program.) 
Inst rumentation 
Male cardiac rehabilitation patients were asked to 
fill out a demographic/perception questionnaire, the FACES 
III scales and the Family Satisfaction Scale. Data on the 
patients risk factors (smoking, hypertension, elevated 
cholesterol, family history of heart disease, diabetes, 
sedentary lifestyle, and obesity) the medical diagnoses, and 
attendance record were gathered from patient records. 
Demographic/patient's perception questionnaire 
A demographic/perception questionnaire was developed 
for this study which included: age, sex, date of MI, marital 
status, number of children, number of children living in the 
home, hours worked prior to the patient's MI or heart 
surgery, and hours working now. In addition, the 
questionnaire asks about the patient's subjective views of: 
his level of compliance, the severity of the MI, the level 
of support from his wife and children for attending the 
exercise classes, his and his wife's clarity on what 
rehabilitation regimen has been prescribed, and his level of 
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activity now and anticipated 
activity prior to the MI or 
these questions were on a Li 
in six months relative 
heart surgery. Respons 
kert-typed (1-5) scale. 
to 
es 
his 
to 
FACES I 11 
The Family Adaptability and Cohesion Evaluation Scales 
III (FACES III), a 20 item, self-report questionnaire, is 
the latest version on the FACES instrument that was designed 
to measure two of the main dimensions of the Circumplex 
Model of family functioning - family adaptability and family 
cohesion (Olson, et al., 1985). The Circumplex Model was 
developed by David Olson and his colleagues to be used bye 
researchers, theorists, and therapists. They studied 
current theories of family functioning and family therapy 
and through an inductive factor analysis discovered three 
main dimensions common to most theories: cohesion, 
adaptability, and communications. The FACES questionnaire 
was designed to measure family cohesion and family 
adaptability. Family communications in the Circumplex model 
is viewed as a facilitating dimension. Positive 
communications skills would facilitate awareness of needs 
and preferences within the family as to appropriate levels 
of cohesion and adaptability for the family. Poor 
communication skills would inhibit sharing and understanding 
within the family and be reflected in family dysfunction and 
extreme levels of cohesion and adaptability. Family 
communications is not measured by the FACES questionnaire. 
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The scoring „f FACES III results in separate family 
adaptability and cohesion scores. The adaptability score 
breaks down into four levels, rigid (very low), structured, 
flexible (both moderate), and chaotic (very high). The 
cohesion scores break down into disengaged (very low) 
separated, connected (both moderate), and enmeshed (very 
high). These two scores are transformed into a matrix of 16 
possible family types, four of which are considered balanced 
(moderate on both scales) eight mid-range (moderate on one 
scale and extreme on the second) and four extreme (extreme 
on both scales). 
In FACES III, there are 10 items relating to family 
cohesion and 10 items relating to family adaptability. 
There are two items for each of the five concepts that 
relate to cohesion. These are; emotional bonding, family 
boundaries, supportiveness, time, friends, and interest in 
recreation. There are two items for each of three concepts 
that relate to adaptability. These ares leadership, 
control, and discipline; and four items for the combined 
concept of roles and rules. 
The original FACES instrument contained 111 items, and 
was considered too long and confusing to subjects. FACES II 
contained 50 and then 30 items. Norms were established with 
a national sample of 1000 families, but the instrument was 
still found to be flawed. The FACES III scale was developed 
to improve on reliability, validity, and clinical utility. 
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Construct Validity. In FACES III, the correlation 
between cohesion and adaptability was reduced to almost zero 
(r=.03) and the two dimensions are now clearly independent 
(orthogonal) from each other. 
The correlation between adaptability scores and social 
desirability was reduced to zero (from r=.38 to r= .00). 
The correlation between cohesion and social desirability was 
reduced only slightly (from r= .39 to r= .35). Olson 
explained this as being characteristic of our culture that 
values high cohesion among family members, and feels that 
reducing the correlation to zero would not be desirable 
(Olson, et al, 1985). 
Re 1iabi1itv. The reliability of FACES III was 
assessed through the use of Cronbach Alpha. The reported r 
values from a sample of 2,412 family members was: cohesion 
.77, adaptability, .62, and for the total scale, .68. 
Test-retest reliability (4 to 5 weeks) was performed on the 
FACES II scales. The scores were .83 for cohesion and .80 
for adaptability. 
Family Satisfaction Scale 
The Family Satisfaction scale is a 14 item self-rating 
scale developed by David Olson and his colleagues (Olson & 
Wilson, 1985). The scale measures how satisfied the subject 
feels with the level of cohesion and adaptability in the 
family. The scale assessed satisfaction on the major 
dimensions of both family adaptability and cohesion. The 
eight subscales for cohesion in the Family Satisfaction 
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scale are: emotional bonding, family boundaries, coalitions, 
time, space, friends, decision-making, and interests and 
recreation. The six subscales for family adaptability are: 
assertiveness, control, discipline, negotiation, roles, and 
rules. The Family Satisfaction scale norms were established 
With a national sample of 2,076 parents and adolescents. 
A factor analysis was performed to test construct validity. 
The results indicated that the family satisfaction scale is 
one dimensional. Therefore, the total score is the most 
empirically valid and the most appropriate for research. A 
test-retest Pearson correlation was done with a pilot sample 
of 106. The five week test-retest score was .76 for the 
cohesion subscale, .67 for the adaptability subscale, and 
.75 for the total score. A Cronbach Alpha Coefficient (n = 
2,076) resulted in a .92 for the total score. The mean 
total scores for parents was 47.0 and for adolescents, 45.0. 
Data Collection Procedures 
The same procedures were followed at all five exercise 
rehabilitation programs. At the end of an exercise session 
the program staff introduced the researcher to the patients. 
After a brief presentation about the research, an 
introductory patient information letter, a consent form, the 
questionnaire and family scales were given to all patients 
present. The researcher returned weekly for three months to 
distribute questionnaires to new patients and to pick up the 
returned questionnaires. 
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A letter of introduction, the consent form, the 
questionnaire and scales were mailed to those patients who 
had not been to an exercise session in a month, and to those 
who had dropped out from the program for nonmedical reasons 
within the past year. 
Levels of attendance, risk factors, diagnosis, and 
cardiovascular history were obtained from the program 
records of those patients who agreed to participate and had 
returned the forms and questionnaires. 
Statistical Analysis 
The examination of the data of this part of the study 
consists of descriptive and inferential analysis. The 
demographic characteristics of the sample are presented as 
percentages. 
The main hypotheses were tested through both Chi Square 
Contingency Analyses and a Multiple Regression Model. Olson 
and his colleagues (1985) recommend the chi square as the 
most appropriate statistical procedure to use with the 
frequency data from FACES III. For hypotheses 1 the 
subjects family adaptability and cohesion scores were 
combined into three family types: extreme, mid-range, and 
balanced. The measurement of compliance was attendance at 
the exercise classes. Subjects with attendance less than 
10% were clasified as the low-compliance group and subjects 
with attendance greater than 70% were the compliant group. 
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Hypotheses 4 and 5 utilised the percentage of exercise 
classes attended as the aeasure of compliance. The analysis 
of the data for Hypothesis 4 utilises a simple recession 
model to test for any relationship between the attendance 
level of the subjects (in percentages) and their scores on 
the Family Satisfaction Scale. 
The circulinear adaptability and cohesion scores were 
not appropriate for use in the multiple regression analysis 
for hypothesis 5. As recommended (Olson et al., 1985), the 
two scores were transformed into "Distance From the Center 
of Circumplex" (DFC) scores for each subject. The DFC is a 
linear score that indicates the distance of an individuals 
adaptability and cohesion scores from the center of the 
Circumplex Model. Higher scores on DFC indicate extreme 
family type while low scores indicate balanced family type. 
The mathematical formula for DFC is: 
cohes. 
2 
score - 39.8) + (ind. adapt, score 
2 
24.1) 
ind. cohes. score = individual cohesion score 
ind adapt, score = individual adaptability score 
The multiple regression analysis was performed to 
examine the relationship between level of attendance and the 
subjects demographic, medical, DFC, and Family Satisfaction 
scores to determine the predictive power of these variables 
on the attendance level of the patients in this sample. 
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Qualitative Research MethnHni 
ogy 
Subject Selection 
The results of the prior questionnaire research was 
used to select families to be interviewed. One family of a 
compliant MI patient, and three families of noncomp 1iant MI 
patients were interviewed. The criteria for selection 
included both the patient’s rating of his family type on the 
Faces III scale, and the recommendations of the cardiac 
rehabilitation program staff, as to which patients would be 
open, articulate, and present compliance issues that were 
uncomplicated by severe financial, medical, or severe 
psychological problems. Families that were rated in all 
three family types - balanced, midrange, and extreme - were 
interviewed. Families that fit the Circumplex Model's 
central hypotheses about family types and functioning (high 
compliance with balanced family functioning scores and low 
compliance with extreme family functioning scores) and 
families that were counter to the model (low compliance 
with balanced family functioning and high compliance with 
extreme family functioning) were interviewed. 
Interview Method 
This part of the research utilized the clinical 
interview model of Milan Family Therapy to explore the 
patterns of action and meanings within a family coping with 
chronic illness and the problems of adherence to exercise 
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rehabilitation and lifestyle modifications. The interview 
style and data analysis methods follow the diagnostic, 
information gathering techniques of "Circularity", 
"Neutrality", and "Hypothesizing", developed by the systemic 
family therapists of the Milan Associates (Selvini, et al, 
1980). as well as the related analysis of critical episodes 
as practiced by the Coordinated Management of Meaning (CMM) 
researchers' analysis of systemic family therapy (Cronen A 
Pearce, 1985, Tomm, 1985). The interviews also included 
questions and topics that were recommended by Weakland 
(1977) and Penn (1983) for the study of family functioning 
and physical illness. 
Once a patient and family (from the patient 
questionnaire study) was found appropriate for an interview, 
the patient was contacted by telephone. Permission of the 
entire family was elicited to be interviewed concerning the 
patients illness and the issue of his adherence to the 
rehabilitation regime. Everyone living in the home over 
the age of 12 and adult children no longer living at home 
were asked to attend. The minimum was that the couple and 
one child attend the interview. 
Development of Initial Hypothesis 
Prior to each interview, a systemic, tentative "Initial 
Hypothesis" was developed to account for the patient's level 
of compliance. The initial hypothesis was formulated based 
on the patient's medical records, the hospital psycho-social 
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evaluation, and the case material provided by the 
rehabilitation program. An initial hypothesis is generated 
to "organize all the confusing data attached to a symptom so 
as to make sense in the relationship context of the family" 
(Hoffman, 1981, P.293). It also takes into account the 
patient s and family's relationships to outsiders, 
especially the staff of the cardiac rehabilitation program, 
doctors, and the hospital. Although created to guide the 
interviewer in "the tracking of relational patterns" 
(Selvini Palazolli et al . , 1980, p.5), it was expected that 
the new information generated by the family would result in 
the substantial modification or replacement of the 
hypothesis. The low attendance of the MI patient was viewed 
as the "symptom" in the family. In all families, a major 
focus was on the attempted solutions to the problem of 
noncompliance or the failure to adhere to the rehabilitation 
regimen. 
Also part of the generation of the initial hypothesis 
from the initial data was the CMM hypotheses concerning: 
1. ) the possible distinctive, repetitive interaction/ 
conversational patterns (including but not limited to 
Unwanted Repetitive Patterns (URPS))of episodes that 
the family may perform around the issue of compliance. 
2. ) the possible meaning and action rules that might be 
operating for family members about dealing with 
adjustments and rehabilitation. 
3. ) the construction of appropriate circular questions (as 
outlined in Appendix D) to ask the family during the 
interview. 
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IlLterview Pror.pHi.roo 
The family interviews took place at the homes of the 
families or at the rehabilitation program. Each interview 
was videotaped, and the interview data was analyzed from 
both the CMM and Systemic family therapy perspectives. Each 
family interview was loosely based on the questionnaire 
format as shown in Appendix D. As stated earlier, the actual 
interview format, sequence of questions and specific 
circular questions were designed for each family based on 
the case material and the initial hypothesis for that 
family. Considerable flexibility was necessary to obtain 
histories and accounts and to allow for follow-up on 
information as it was provided by the family. The interview 
format was used as a guide for what topics to cover in each 
interview. These interviews more resembled a clinical 
intake session than a standard structured research 
interview. 
At the beginning of the interview, the researcher 
explained the goals of the research, the interview and 
videotape procedures. Families then granted permission to 
be interviewed and videotaped. The interviewer then 
proceeded to get to know family members - names, ages, 
occupations, activities, relationship with the cardiac 
patient, and their views on the rehabilitation program. The 
family was then asked to discuss their current concerns 
about the illness (death, further disability, time or money 
lost, effect on career, family, etc.). As suggested by the 
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therapy team of the Ackerman Institute’s Chronic Illness 
Project (Penn, 1983), information about the family’s 
previous experience with similar illnesses, compliance 
issues, and needs for lifestyle change was also gathered. 
Each family member was asked for his/her explanation for the 
illness and assessment of the current situation (compliance 
or noncompliance). Also, following from the research of the 
Ackerman team, each family member was asked: 
1. "Who in the family is most optimistic about things 
returning to normal?" and 
2. "When will that be?" (Penn, 1983, pp 23-24) 
Penn (1983) suggested that the answers to these 
questions would indicate who the family views as in control 
of the situation - the patient, the family, the health care 
providers, or the illness itself. The information also 
indicates to what type of binding coalitions a family is 
vulnerable. 
To gather systemic information, the "circular 
questioning" method of interviewing (Selvini Palazolli, et 
al., 1980), as described earlier, was utilized. Family 
members were asked to describe and comment on the 
relationships between other members, rather than each person 
talking about him or herself. The major focus of the 
questions were: 
1. ) Present and past functioning of the family, especially 
any experience with cardiac problems, chronic illness, 
and issues of compliance with medical regime; 
2. ) The family's way of coping with the patient's prescribed 
lifestyle changes and the solutions they have used to 
deal with the problems of compliance; and 
75 
3.) The family's view of 
will be resolved and 
deve1op. 
the 
what 
future - how current issues 
new issues and problems might 
CMM 
of a fami 
of a typi 
problem i 
research 
and react 
comp1ianc 
the ways 
and other 
was impor 
researchers have suggested that a systemic analysis 
ly enhanced by having the family’s actual account 
cal family episode or conversation about the 
ssue. (Cronen, Pearce, & Tomm, 1985). In this 
each family was asked to describe how they acted 
ed in typical episode about the patient’s 
e or noncompliance. Questions were asked to reveal 
the different family members interpreted their own 
crucial actions and the contexts that each felt 
tant to themselves and the other family members. 
Fo1 low up. 
Although this study was research and not therapy, 
systemic family therapists (Tomm, 1985) have postulated that 
change in the family may be initiated by the circular 
questioning method of interviewing. The uncovering and 
creation of new information for the family about themselves 
may have an impact on how the family deals with problems in 
a unpredictable way. Therefore a follow-up telephone 
contact was made to each family one to three month after 
their interview. Tomm (1985) pointed out that any effects 
of the circular questioning interview will not occur 
immediately as the family needs time to interact and use the 
new information from the interview (Selvini Palazzoli et al, 
1978) . 
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As part of the follow-up, the rehabilitation staff were 
asked for information about any change in the patient's 
condition or level of compliance with the program. Also, a 
referral to appropriate therapy would have been made to any 
family or patient if any had appeared in need or had asked 
for ongoing assistance. 
Post Interview Data Analysis 
The videotape and questionnaire data from each family 
was analyzed. A "refined" hypothesis concerning the 
compliance issue and a description of the family patterns 
that may be part of or maintaining the non-compliance of the 
MI Patient were generated from the data. Also, the results 
of the FACES III survey study were compared with the data 
from the interviews. 
The data generated by the family was analyzed to 
develop a systemic picture of each family that included: 
1. A general description of the family -- including 
membership, relevant history, and current life context. 
2. The family's description of family patterns and lifestyle 
before and since the MI. 
3. A description of the family's history with illness, 
rehabilitation, and cardiovascular disease, and 
compliance with medical regimes. 
4. A description of the family's views on the MI patient's 
level of compliance and the families responses to the 
issue. 
5. Description of any distinctive repetitive interaction or 
conversation patterns concerning the compliance issue. 
6. A description of the family's abilities to define 
relationships and maintain and manage family system and 
subsystem boundaries and hierarchies. 
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7. 
8. 
A description 
f amily/rehabi1 
aliiances and 
of the family’s views of 
11ation program/ physician 
coalitions, both overt and relationships, hidden. 
The family’s anticipated futu 
and anticipated difficulties 
rehabilitation regime. 
re patterns of 
with continuing 
functioning, 
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9. Possible therapeutic interventions 
useful to the family in changing th 
concerning the noncompliance. 
that 
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might 
behavi 
have 
or 
been 
At the end of this study, the descriptions of all the 
families interviewed were examined and compared for trends 
and similarities and the development of further hypotheses. 
More specifically, were the families of noncompliant 
patients involved in the binding interactions and overt 
coalitions as was found by Penn and her colleagues in 
families with chronic illness (Penn, 1983) and are these 
families caught in unwanted repetitive patterns (URPS) 
(Pearce & Cronen, 1980) of unhelpful attempted solutions 
(Watzlawick, Weakland, & Fisch, 1974). Also, how was the 
family of the compliant patient significantly different from 
the families of the noncompliant patients? 
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CHAPTER 4 
RESULTS AND DISCUSSION OF QUANTITATIVE RESEARCH 
This chapter contains the report on the subjects, 
results of the hypotheses tests, and a discussion of the 
results of the questionnaire part of this research 
dissertation. The next chapter, Chapter 5, will contain the 
results and discussion of each of the case studies. 
Chapter 6 will contain the synthesis of the entire study, 
recommendations for further research, and suggestions to 
cardiac rehabilitation programs and therapists dealing with 
noncomp 1iance. 
Result s 
The purpose of the quantitative research in this 
dissertation was to test the central hypotheses of Olson's 
Circumplex Model for a group of cardiac rehabilitation 
patients to see if there is a relationship between the 
patients' level of compliance (attendance) and perception of 
family functioning on the FACES III scale. 
Subjects 
There were 67 cardiac patients who volunteered to 
participate in this study by returning the questionnaires 
and scales. Of these, 17 were not suitable for this study, 
because they were living alone, were women, or did not 
complete the FACES III and Family Satisfaction scales enough 
to compute meaningful scores. The ages of the 50 male, 
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married cardiac rehabilitation patients who participated in 
the study ranted fro. 37 to 79, with a wean ale of 56.2. 49 
-ere white and one black. As cardiac rehabilitation progrems 
are typ1Cally financed through insurance companies, all 50 
had adequate insurance to cover a cardiac rehabilitation 
program. Thus none were poor or on an insurance program 
such as Medicaid, which does not pay for these services. In 
this sample, 47 subjects had children. Of these 19 had 
children living at home. 03 subjects were childless. 
Table 1 shows the breakdown of the subjects by the 
cardiac diagnoses, and the cardiac surgical procedure that 
led to a referral to a cardiac rehabilitation program. 
TABLE 1 Reasons for referral to cardiac rehabilitation 
N % 
MI 14 28 
MI and angioplasty 08 16 
MI and CABG 07 15 
MI and angina 04 08 
MI, angina, and CABG 05 10 
Angina and CABG 07 14 
Angina 03 06 
Angina and angioplasty 02 04 
Total 50 
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38 or 76* of the subjects were in the rehabilitation classes 
following a myocardial infarction, 19 had had CABG, 10 had 
had angioplasty, 12 had never had a myocardial infarction, 
and 5 were in an exercise program due to angina. 
At the time of their MI, surgery, and/or referral to 
the cardiac rehabilitation program, 41 of the subjects were 
working. Their mean number of hours worked each week was 
47.17. Only 4 were working at less than full time jobs, and 
12 were working between 55 and 70 hours each week. Of those 
who had been working prior, 13 had not yet returned to work. 
12 reported that they were now retired and did not plan to 
return to work. 
Family Types 
The quantitative research was designed to explore the 
relationship between cardiac patients' perception of family 
functioning on the cohesion and adaptability dimensions and 
the level of compliance/attendance at cardiac rehabilitation 
exercise classes. Tables 2,3, and 4 show the breakdown of 
the 50 subjects into the groupings for cohesion, 
adaptability, and family type. 
Table 2 Family Cohesion Breakdown 
Disengaged Separated Connected Enmeshed Total 
12 9 20 9 50 
24* 18* 40* 18* 100* 
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TABLE 3 E3”ily Adaptability Bre«kHn,n 
Rigid 
3 
6* 
Structured 
6 
12* 
Flexible 
11 
22* 
Chaotic 
30 
60* 
Total 
50 
100* 
TABLE 4 Fami1 y Type Breakdown 
Balanced Midrange Extreme Total 
9 28 13 50 
18* 52* 26* 100* 
Of the 50 subjects participating in this study, 33 or 
66* were in the high compliance group (attendance > 70*) and 
17 or 34* were in the low compliance group 
(attendance < 70*). 
Table 5 (p. 83) shows how the subjects FACES III data 
is mapped onto the Circumplex model of adaptability and 
cohesion. As the table shows, the majority of the subjects 
scored their families as being high adaptability and high 
cohesion, with almost no patients rating their families as 
low adaptability and high cohesion. 
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TABLE 5 Subject breakdown into Family Typpo 
Disengaged Separated Connect ed Enmeshed 
Chaotic 
1 
• 4 i i 
S s 
: 5 ; 
s ! 
15 ! 7 
Flexible 
i i 
i 3 i i 
: : 
: 3 ; 
S ! 
4 : i 
S t ructured 
• 
• 
: 3 
• 
• 
s s 
! 1 • 
• J 
1 ; i 
Rigid 
i i 
i 2 
i i 
» ! 
• 0 ; 
! ! 
0 : o 
Hypotheses 
The first three hypotheses followed from the Circumplex 
Model’s central proposition that balanced families function 
more adequately than extreme families. As Olson states, 
"Famil ies that are extreme in both dimensions (cohesion and 
adaptability) will have more difficulties with situational 
and developmental stress.” (Olson, et al, pg 5, 1985). 
Hypothesis 1 combined both the cohesion and adaptability 
scores to place each family into one of three groups: 
Balanced, Midrange, and Extreme. Hypotheses 2 and 3 looked 
at compliance and each family dimension, cohesion and 
adaptability, separately. Hypothesis 4 examined the 
relationship between the patient's family satisfaction score 
and his level of attendance (in percentages). Hypothesis 5 
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examined the relationship between comp,ia„ce and the data 
collected on the questionnaire, the FACES 1,, and the Family 
Satisfaction scales. 
The data for hypotheses 1, 2, and 3 was analyzed using 
Chi-Square Contingency Analysis as suggested by Olson (1285) 
as the most appropriate for FACES data analysis. Hypothesis 
4 was analyzed by a simple regression; and hypothesis 5 
employed a multiple regression analysis. 
Hypothesis 1. 
Hi: families that are scored by subjects at the extreme 
four quadrants of the Circumplex Model (Extreme on both 
family cohesion and family adaptability) will have 
significantly more patients who are noncompliant with the 
rehabilitation program than those families that score in the 
four balanced quadrants (Mid-range on both family 
adaptability and family cohesion). 
Chi-Square analysis of the data (Table 6, p. 85) found 
no significant relationship between patient compliance and 
the patient s rating of his family as balanced or extreme on 
the Circumplex Model (X2 = .18803, df=l, NS corrected X2 = 0 
df = 1, NS Contingency Coefficient = .09206). Thus HI was 
not supported. 
Hypothesis 2. 
H2: families that are scored by subjects as extreme in 
family cohesion, as measured on FACES III, will have 
significantly more MI patients who do not attend exercise 
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rehabilitation regularly enough to experience the 
conditioning effect of the exercise. 
Analysis of the data (Table 7) found no significant 
relationship between patient compliance and the patient's 
rating of his family on the cohesion scale of FACES III. 
Thus, hypothesis 2 was not supported. (X2 = 1.45078 
df - 3 sig - 0.6937 NS contingency coefficient = .16792) 
Table 6 Extreme and Balanced Family types bv 
level of attendance 
Balanced Extreme 
level of compliance f req. f req. total 
low compliance 5 6 11 
high compliance 4 7 11 
9 13 22 
Raw Chi-Square = .18803 
Corrected Chi-Square = 0 
Contingency Coefficient = .09206 
df = 1 sig = 
df = 1 sig = 
.6646 
1.0000 
NS 
NS 
TABLE 7 Chi Square of Family Cohesion by comoliance 
' low 
' compliance 
high 
compliance total 
Disengaged (low) J 5 7 12 
Separated (midrange) ; 4 5 9 
Connected (midrange) ; 6 14 20 
Enmeshed (High) ! 2 7 9 
totals 17 33 50 
Chi-Square= 1.45078 df=3 sig=.6937 NS 
Contingency coefficient = .16792 
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Hypothesis 3. 
H3: those families that are rated by subjects as 
chaotic (high adaptability) or rigid (lo, adaptability) ,iU 
have significantly store patients who are ..compliant with 
the rehabilitation program than those families that are 
rated in the mid-range on the scale of adaptability 
(flexible or structured). 
Analysis of the data (Table 8) found no statistically 
significant relationship between family adaptability and 
level of compliance, hypothesis 3, therefore, was not 
supported. (Chi-square= 3.08702 df=3 sig=.3784 NS 
contingency coefficient = .24114) 
TABLE 8 Chi square of Family adaptability hv 
attendance 
low high 
compliance compliance totals 
Chaotic (high) 11 19 30 
Flexible (midrange) 5 6 11 
Structured(midrange) 1 5 06 
Rigid (low) 0 3 03 
totals 17 33 50 
Chi-square= 3.08702 df=3 sig=.3784 
contingency coefficient = .24114 
Hypothesis 4. 
H4: subjects who report higher levels of family 
satisfaction will be at higher levels of compliance than 
patients who report lower levels of family satisfaction. 
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Analysis of the data (Table 
significant relationship between 
Satisfaction scores and level of 
classes. Thus, Hypothesis 4 was 
( F= 1.07932 df=1 SIGNIF F = 
9) found no statistically 
the subjects' Family 
attendance at exercise 
not supported. 
.3049 NS) 
TABLE 9 Regression analysis of Family Satisfaction 
and attendant 
MULTIPLE R .16015 
R SQUARE .02565 
ADJUSTED R SQUARE .00188 
STANDARD ERROR 21.96356 
ANALYSIS OF VARIANCE 
DF SUM OF SQUARES MEAN SQUARE 
REGRESSION 1 520.66098 520.66098 
RESIDUAL 41 19778.31576 482.39795 
F= 1.07932 SIGNIF F = .3049 NS 
VARIABLES IN THE EQUATION 
VARIABLE B SE B 
FAMILY SATISFACTION .34875 .33569 
(CONSTANT) 60.56352 17.09255 
BETA T SIG T 
.16915 1.039 .3049 
3.543 .0010 
Hypothesis 5. 
H5: There exists statistically significant 
relationships between the patients level of compliance and 
the patient's demographic, medical, risk factor, and 
employment data, the patient's perception of family support, 
self-reported difficulties with compliance, and the FACES 
III and Family Satisfaction data. Table 10 (p. 88) shows 
the results from the initial multiple regression analysis 
with all variables in the equation. Nine variables were 
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found to be 
of attendanc 
to be signif 
statistically a ienificant. A amtiple regression 
e record by these nine variables found only four 
icant for the regression equation. 
TABLE 10 Multiply Regression of data hv attend™,^ 
DEPENDENT VARIABLE = ATTENDANCE 
MEAN RESPONSE = 82.74194 STD. DEV. = 17.44318 
MULTIPLE R .9989 
R SQUARE .9978 
STD DEV 2.5947 
ADJ R SQUARE .9779 
ANOVA 
REGRESSION 
RESIDUAL 3. 
COEFF OF VARIABILITY 
DF SUM SQUARES 
27. 9107.738 
20.197 
3.1PCT 
MEAN SQ. F 50.105 
337.324 50.105 
6.732 SIG. .004 
VARIABLE B S . E. B F SIG. 
DISTANCE FROM CENTER 
.925 .531 3.040 .180 
ANGINA 
.194 3.554 .003 .960 
SUPPORT OF SPOUSE 11.145 4.843 5.296 .105 
DIABETIC 5.286 3.760 1.976 .254 
EXERCISE IN SIX MO. 3.467 2.121 2.671 .201 
DIFFICULTY WITH EXERCISE 
-9.580 3.325 8.299 .063 
HYPERTENSION 
-5.451 2.323 5.508 .101 
WORKING NOW 11.940 4.747 6.327 .087 
SURGERY 
-7.538 2.640 8.155 .065 
FAMILY HISTORY OF CAD 13.905 2.428 32.792 .011 * 
UNSURE ABOUT REGIMEN 4.418 2.333 3.587 .155 
SMOKING 5.996 2.282 6.905 .078 
COHESION (RAW SCORE) .103 .250 .172 .707 
OBESITY 12.999 2.487 27.307 .014 * 
MYOCARDIAL INFARCTION 16.300 4.860 11.247 .044 * 
HOURS WORKING PRIOR -.534 .081 43.130 .007 * 
SEVERITY OF MI 1.165 1.658 .494 .533 
DIFFICULTY WITH DIET -12.604 2.289 30.326 .012 * 
ELEVATED CHOLESTERAL 8.731 3.302 6.991 .077 
SEDENTARY LIFESTYLE 14.829 3.307 20.103 .021 * 
ADAPTABILITY (RAW SCORE) -.470 .490 .922 .408 
EXERCISE LEVEL NOW 6.165 1.571 15.401 .029 * 
AGE 1.122 .199 31.766 .011 * 
WORKING PRIOR TO REHAB. 15.926 7.663 4.320 .129 
HOURS WORKING NOW -.220 .120 3.348 .165 
SPOUSE UNSURE OF REGIMEN -14.523 3.152 21.235 .019 * 
SUPPORT OF CHILDREN -5.342 3.923 1.854 .267 
CONSTANT -21.480 13.595 2.496 .212 
*= P<.05 
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Table 11 showS the final multiple regression analysis 
Three variables, age, family history, occurance of a 
myocardial infarction positively related and self-report of 
difficulty with the diet negatively related to the patient's 
attendance record at the cardiac exercise classes. These 4 
variables accounted for 33* of the variance. 
TABLE 11 Multiple regression of significant factors 
DEPENDENT VARIABLE = ATTENDANCE 
MEAN RESPONSE = 76.88000 STD. DEV. = 23.14254 
ANOVA DF SUM SQUARES MEAN SQ. F 
REGRESSION 4. 10199.952 2549.988 7.152 
RESIDUAL 45. 16043.328 356.518 SIG. .000 
COEFF OF VARIABILITY 24.6PCT 
MULTIPLE R .6234 
R SQUARE .3887 
STD DEV 18.8817 
ADJ R SQUARE .3343 
VARIABLE B S. E. B F SIG 
AGE 
.952 .278 11.722 .001 
MYOCARDIAL INFARCTION 18.632 6.341 8.634 .005 
FAMILY HISTORY OF CAD 12.489 6.055 4.254 .045 
DIFFICULTY WITH DIET -15.156 6.199 5.978 .018 
CONSTANT 8.845 18.181 .237 .629 
Summary of results 
This study found no significant relationship or 
connection between the attendance records of cardiac 
rehabilitation patients and their perceptions of family 
functioning. The multiple regression performed on the major 
research variables, demographic and patient perception data 
revealed four variables that significantly (p<.05) predicted 
the patient's attendance record at the rehabilitation 
89 
exercise classes and accounted for 33* of the variance. 
These variables were: the patients age, the occurance of a 
myocardial infarction, no difficulty with the healthy heart 
diet, and a family history of heart disease. Patients who 
were older, who had a heart attack, a family history of 
heart disease, and reported no difficulty with their diet 
were sore likely to have better attendance records than 
younger, surgery or angina patients who have no family 
history of heart disease, and admitted having difficulty 
staying on their healthy heart diet. 
Discussion of—quantitative research results 
This section summarizes and discusses the results of 
this dissertation's quantitative research. The significance 
and limitations of the results are addressed, as well as 
their implications for further research and clinical 
practice. 
This research sought to explore the relationship 
between the patients' compliance (attendance) at exercise 
classes and the central hypotheses of the Circumplex Model 
of family functioning. The first three hypotheses examined 
patients' perspectives on family type, family cohesion, and 
family adaptability. The sample population was varied. All 
three family types, all four family cohesion groups, and all 
four family adaptability groups were represented. A 
majority of the families were scored as Midrange in family 
type (56%), balanced on family cohesion (58%), and extreme 
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on family adaptability (Chaotic 60*). However, the results 
indicate that there was no relationship between the patient 
rated family characteristics of family adaptability and 
cohesion and the patient's attendance at the rehabilitation 
program. More specifically, there is no evidence that 
families that are rated as extreme are more likely to have 
cardiac patients who are noncompliant with the 
rehabilitation program (by not attending at least 70% of the 
exercise classes, and/or dropping out of the program before 
the end). While previous studies have shown a relationship 
between these family variables and the presence of substance 
abuse, mental health problems, sexual offences and juvenile 
delinquency, there appears no connection with compliance 
with exercise rehabilitation. Hypothesis 4 looked at the 
relationship between subjects’ family satisfaction ratings 
and their compliance (attendance) with cardiac exercise 
rehabilitation classes. The mean for this sample population 
was 49, 2 points above the mean of the national sample. 
Results of the simple regression analysis found no 
significant relationship between the patients' family 
satisfaction scores and compliance with the exercise 
classes. There was no evidence that patients that rate 
themselves as below the mean on how satisfied they are with 
the adaptability and cohesion of their families have lower 
attendance rates at the exercise classes. 
The multiple regression analysis of all the data 
collected (demographic, scales, patient perception of family 
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support and understanding of rehabilitation reei.e„, found 
only four factors to be related to attendance at exercise 
rehabilitation classes. These were! Age, the oecurance of 
an MI, and a family history of heart disease, and denial of 
difficulty with staying on the healthy heart diet prescribed 
for cardiac patients, (p <.05) These variables accounted for 
over 33% of the variance. Therefore, those cardiac 
rehabilitation patients who were older, had an MI (in 
contrast to those patients who had just CABG or other 
surgery, or were referred because of angina), had a family 
history of heart disease, and reported no difficulty staying 
on their diet are more likely to have higher attendance 
rates than other patients. 
Examining the other research data can help to explain 
why these variables made good predictors. The following 
explanations are speculations that would require further 
research. 
Age could be a good predictor due to the fact that some 
of the older subjects were retired and did not have a work 
schedule that would interfere with their attendance. But 
the regression model also found that working or not working, 
and number of hours working now or prior to entering the 
rehabilitation program were not significantly related to 
attendance. Other factors about the younger men, the 
exercise groups, or the structure of the programs may 
account for the significance of age. 
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The career positions of the the older men who were 
Still working may have been so secure that they could take 
time off to exercise. The younger men, still i„ ,he middle 
of their career development, may feel pressure from their 
employers, co-workers, or staff to be present at all times 
of the day. The cardiac rehabilitation classes met in the 
mornings, at noon, and in the late afternoons. The latest 
class was at 6:30 PM. Some participants may have not been 
able to leave work in time to exercise to the schedule of 
the rehabilitation programs. 
The younger patients who have had just suffered an MI 
or undergone surgery may not have felt comfortable in a 
class with older men and women who were in better physical 
condition. They may have felt that to commit to the 
exercise sessions classified them as getting old or 
disabled. Also, many of the exercise classes this 
researcher observed appeared to be dominated by the older 
paticipants who played music from the 1940's while they 
exercised. Younger patients may view themselves as 
outsiders to these "senior citizen" groups. 
The occurance of an MI also predicted higher 
attendance. An MI might have given those patients a clear, 
shocking experience of how they are vulnerable and mortal, 
and lead them to consider seriously the recommendation that 
they strenthen their cardiovascular system through 
conditioning exercise. Patients with only angina pain have 
not had the near death experience of a MI. Coronary Artery 
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Bypass Grafting (CABG) surgery patients, who may fee! 
Physically better than they have in years due the lack of 
angina pain or improved heart functioning, may feel that 
they are cured and do not need ongoing treatment for CAD. 
These patients may not feel a great need to gain strenth 
through aerobic exercise, and therefore let other needs and 
responsibilities keep them from the classes. 
Patients with a family history of heart disease may 
have seen first hand the effects of the disease and in that 
way be motivated to change their own behavior. 
Reporting no difficulty staying on the healthy heart 
diet was related to higher attendance. Keeping on the 
restrictive health heart diet is difficult. It is not 
suprising that staying with it is corolated with adherance 
with attendance at exercise classes. 
These explanations of the results of the multiple 
regression are speculative. Considerably more in depth 
research would be needed to test these possible 
explanations. As will be discussed later, the families in 
the case study part of this dissertation discussed just 
these issues in the family interviews. 
Overall, it has been demonstrated by this research that 
the FACES III and Family Satisfaction self rating scales on 
global attributes of family functioning by cardiac 
rehabilitation patients were not predictive of their 
compliance/attendance level. This research did not include 
the FACES III ratings by the wives and families of the 
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patients. Past research (Bar-on, 1987) found that a wife’s 
incongruence with a patients denial of responsibility for 
the MI was significantly related to the patients long term 
rehabi11ation. Another study (Kline and Warren, 1983) found 
that a wife's perception of marital functioning, percieved 
responsibility for adherence, and agreement with her husband 
on his level of adherence were significantly related. 
Therefore, further research of this kind should include the 
family's perspective on adaptability and cohesion. 
Information about how a patient rates his family in 
general may have little to do with how that patient and his 
family interact around a specific issue, event, or 
relationship. Although these family scales may be able to 
predict which families are likely to have severe behavioral 
and emotional problems, it appears that adherance to cardiac 
rehabilitation does not fall into the same catagory as 
psychological and substance abuse problems. Although they 
were not found useful for predicting which patients might 
develop attendance problems, further study may find the 
FACES III and Family Satisfaction Scales useful as a 
diagnostic tool for clinicians working with patients having 
compliance problems. 
The next part of this dissertation looks at a small 
number of families to gather information about more specific 
interactions, beliefs and family contexts that may be 
important to understanding noncompliance in cardiac 
patient s . 
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CHAPTER 5 
CASE STUDIES: CARDIAC PATIENTS AND THEIR FAMILIES 
Family One: The .Innp. 
The first family interviewed was the "Jones" family. 
Bob, age 47, and Lea, age, 38, were chosen to be interviewed 
because Bob had dropped out of his exercise classes after 
only seven sessions. The program staff felt Bob was very 
critical of the program. Bob and Lea have been married 
since August 1981. Both had been divorced; and they both 
have teenage children from their previous marriages. In 
addition, they had one child together Bobby, age 3. At the 
time of this interview, Lea's teenage son, Dan, age 18, had 
just moved away to go to college. Bob’s daughter, Ann, age 
13, and his son Bill, age 19, live with their mother in 
a nearby community. Only Bob and Lea, were present for the 
interview and their 3 year old son played in the next 
room. 
Bob works as a management consultant for a major 
company near Boston and is a doctoral student at a large 
university. Lea is an administrator at a nearby college, 
and had been a nurse. They described their life before 
Bob's bypass surgery as very hectic and fulfilling. Each 
enjoyed busy careers and parenting. They were both active 
in their church. Lea had primary responsibility for 
housekeeping and childcare. Bob's work and class schedule 
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were very time consuming. At the time of the research 
interview, he was back working over 8 1/2 hour days, 
commuting over 3 hours a day, and was attending graduate 
school classes in the evenings. They agreed that their 
lives were almost back to "normal”. 
In July 1986, Bob began having severe angina pain and 
was hospitalized. An angiogram revealed 90S blockage in two 
cardiac arteries; and he underwent double bypass surgery a 
week later. Six weeks later, Bob enrolled in a cardiac 
rehabilitation program. Bob attended only 7 exercise 
classes in two months before dropping out. 
Initial Hypothesis 
The Milan style initial hypothesis for this family 
(as well as the other two low compliance patient families) 
was that there were some ongoing patterns of interactions 
that had evolved in the family system or between the family 
system and the healthcare system that constrain the patient 
from successfully attending the exercise classes. The only 
information known about Bob and Lea prior to the interview 
was the data from the questionnaire and scales Bob returned 
in the mail and the information from the staff and records 
at the cardiac rehabilitation program. The information 
indicated there were family/healthcare system issues that 
were contributed to the noncompliance problem. 
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Questionnaire and FACES III Information 
Bob presented a number of risk factors that indicated 
he was in risk of cardiovascular disease. He was obese, had 
a very sedentary lifestyle, had hypertension, an elevated 
blood cholesterol level, and borderline diabetes. Bob had 
been a smoker until five years ago. On the questionnaire he 
indicated difficulty staying on the healthy heart diet, and 
difficulty exercising regularly at home. Bob wrote that he 
left the exercise program because of the "the negative 
atmosphere and the minimal learning transfer.” He reported 
attending for 2 months, once or twice each week. 
On the 5 point likert scaled questions (1 = low and 
5 = high) Bob reported a 3 for support from his wife for his 
attendance at the exercise classes, a 3 for how unsure he 
was about his rehabilitation regimen, and a 2 for how unsure 
his wife was about the rehabilitation regimen. 
On the FACES III scales, Bob rated his family as low 
cohesion and high adaptability, which placed his scores in 
the disengaged/chaotic position in the circumplex model. 
His family satisfaction score on how satisfied he is with 
his family's level of adaptability and cohesion was 32. A 
score of 32 ranks at the bottom in the 1st percentile of the 
norm from the national survey of 1,026 couples. This 
indicated a high level of dissatisfaction with his family, 
He was particularly dissatisfied with the amount of time he 
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spent with his family; with how strictly the family stayed 
With their chore schedule; with how clear the family was 
about what they expected from him; and with the number of 
fun things the family did together. Bob was most satisfied 
with his ability to say what he wanted in the family, and 
with the family's acceptance of his friends. 
Family Health History 
Bob and Lea reported no family histories of heart 
disease. Both were extremely overweight, but they reported 
no medical problems until three years ago. At that time, 
Bob hurt his back on a fishing trip, and was bedridden for 
two weeks. An insatiable thirst while recuperating led to 
the discovery that Bob had diabetes and needed medication. 
Lea was not supprised that Bob developed heart disease. 
Lea (to interviewer): What happened to Bob was not a shock 
to me. It could have happened at any time. He was on 
overload and had been since the time we were married 
and he kept gaining weight and gaining weight, and 
then he was diagnosed as diabetic. 
They recalled an important conversation that took place 
while he was recuperating from his back injury. They shared 
a joint account of it but differed on the meaning and 
importance of the conversation. Bob viewed the conversation 
as important to his initial recovery following the bypass 
surgery. Perhaps it played part in his denial of the 
immediate need for lifestyle changes. 
99 
Interviewer (I•)• Did the two of you ever have conversations 
about Bob's risk factors for heart disease? 
Bob: Yes, there was one conversation we had. She told me 
she could not handle me not being fully healthy. She 
did not want to take care of me and my convalescing 
{from the back injury} was a pain to her. 
Lea: Because it was like self-induced...you know that it 
was the result of something you are doing that is 
causing this and you chose to keep continue doing it.. 
Bob: That's not what I picked up at all. (in the 
conversation) 
Lea: That's what I felt about it. 
Bob: But that was not part of the conversation. It was more 
like: "I {Lea} am enjoying my job and I'm doing stuff 
Bob in my life I had never done before, and my 
expectations of you is that you are fully functional 
and you being someone I'd have to take care of never 
entered the picture for me, and now that it 
potentially is, it is not something I want." I had 
the impression from that that she was very angry and 
upset at me and that it was very threatening and 
negative to her. 
I. (to Bob) What you're saying is that there was 
more meaning there. Maybe it wasn t conveyed that 
clearly that there were things you could do to take 
better care of yourself. 
Lea: He was 44 years old, and he weighed 280 lbs. He was 
enormous. 'I'm fat. I did it to myself. He was so ill 
he could not take care of himself...* we didn t have a 
young child then, and it was like having an old man in 
the house. It was absurd to be there. Before I left 
for work I had to make his breakfast, make his lunch 
and set it out next to him, empty his urinal. Not 
because he had been crushed in a car accident, but 
because it was self~abuse. 
Bob: 
Lea: 
Bob: 
It was because I went fishing. 
No, the other piece, it was more than that. 
This was the conversation...when I had my bypass 
surgery, that was part of my attitude, I think, I 
wanted a quick recovery. I did not want o e in 
and unable because I had a fear, maybe, of being 
abandoned.Although that never happened.... 
still there....! was determined. 
bed 
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This recalled conversation seemed to have been a 
powerful reminder to Bob that there had already been two 
divorces (The circumstances of the divorces were not known 
to this interviewer) and that he should feel vulnerable and 
fear being abandoned. Her message to Bob, according to Lea, 
was. "I do not want to take care of an invalid, you should 
start taking better care of yourself." What Bob heard was 
that he had better take care of himself or Lea would leave 
him. During the episode Lea did not contradict this more 
severe meaning. As it be shown, this seems to have had both 
positive and negative consequences. 
Bob reported that his recovery from surgery was rapid 
and he was out of the hospital in only a week. He said his 
fear of being abandoned helped him get out of the hospital 
quickly. But once at home he was then very dependent on Lea 
while his surgical incision continued to heal. Lea then 
continued to worry about getting back to work and getting 
her life back to normal. 
Patient's History of Heart Disease 
Bob had no idea that he had cardiovascular disease 
until he began having numbness in his arm. It had occurred 
repeatedly for about two weeks during July 1986. Each 
attack subsided after just a few minutes of rest. A severe 
attack occurred at work while he was rushing to a meeting; 
and the company nurse suggested that he get checked out at a 
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hospital that day. The physician at the local hospital 
could not make a definitive diagnosis but was concerned 
about heart disease and had Bob transferred to another 
hospital where an angiogram could be done the following 
week. The angiogram found 90% blockage in two coronary 
arteries, and Bob had CABG surgery the following week. 
Lea reported that while in the hospital waiting for the 
surgery Bob was his typical self. He asked for his work 
papers, gave her lists of things to do, read and write 
memos, even though he was on morphine for the severe angina 
pain and the infarction that was a side effect of the 
angiogram. Bob does not remember everything from that 
period of time. The CABG surgery and the recovery went 
well, and Bob was discharged from the hospital seven day 
later. Before leaving the hospital, he had one session with 
a nutritionist about a diet to lower his blood cholesterol 
level, and a session with a physical therapist who showed 
him exercises to continue at home. At his next appointment 
with his cardiologist, Bob was given a referral to the 
cardiac rehabilitation program. 
Patient/Health Care System Relationship 
Bob had never been hospitalized until his bypass 
surgery. Bob transferred both his professional skills as an 
organizational developer and his personal need to be in 
control to his relationships with health care providers. 
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Bob remembered a short dialogue that took place in his 
hospital room while he was waiting for the angiogram to be 
done to explain his feelings about how his treatment by 
doctors and nurses. 
Bob (to nurse): I'd like to walk down the hall and 
look at the selection of magazines you have. 
Nurse: Doctor says you should not get out of bed. 
Bob: Silence (feeling angry) 
Bob to interviewer: That just set me up. It was said 
with a tone of voice you would use with a 
noncompliant child. I wouldn't say anything to the 
nurse, it did start to set up an attitude with the 
doctors. Doctors would come in and discuss you 
right in front of you. I would demand information, 
but I guess that's just not done. 
Bob insisted on being an informed partner in his own 
health care. He felt most of the doctors did not appreciate 
his need for information and control. Bob wanted 
information so he could decide what would be done and who 
would be the most competent physician to do the surgery. 
He also admitted that he was angry about being sick and was 
sarcastic and rude at times to the nurses. 
Bob’s opposition to being "handled" by doctors led him 
into a confrontation with the cardiologist who was to do the 
angiogram. After being in the hospital for almost a week, 
the surgeon who was to do the procedure came to Bob's room 
and started to tell him that the test would have to be put 
off until the following week. Bob recreated the dialogue he 
had with the cardiologist. 
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Dr: I have scheduled surgeries up to 5 o'clock. It 
would not be wise for me to do your angiogram then 
if I'm tired. 
Bob: Wait a minute, this was scheduled and confirmed at 
10:00 this morning by your colleague. Now you want 
to change it for medical reasons when you have a 
scheduling problem. 
I.: What effect did you think you would have saying that? 
Bob: That we would come to some agreement and I would not 
have to wait days without any information (about my 
condition). What he did was walk out of my room. He 
came back later, and we met in a conference room. 
Dr: This is a very delicate procedure. We got off to a 
bad start. You need to have confidence in your 
doctor and have cooperation. What do you want to 
see happen? 
Bob: I want the procedure done tomorrow at 10:00 a.m. as 
scheduled. 
Dr: It cannot be done. 
Bob: That's what's been agreed to by your people. If you 
have some problem with that I want you to talk to 
me in specific terms, not some story where you're 
trying to manage me. I don t like what s going on. 
You come fully recommended and the check I did said 
on the medical point of view you are just fine. 
Dr: The only thing I can do is recommend someone else 
for you...it may take a week to get it scheduled. 
Dr: You're upset; I'm upset et. Lets sleep on it, OK? 
Bob: OK. 
morning, 
Bob repor eported that the surgeon came back the next 
checked to see if he still wanted to go ahead, and 
performed the angiogram that morning as scheduled. 
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Bobs bypass surgery was done by an internationally 
known surgeon one week later. Although interviewed by the 
surgeon s staff} Bob did not meet him until the evening 
before the surgery. He came in to Bob’s hospital room, and 
in front of a visitor, started to ’’read me the riot act" as 
Bob put it, about his unhealthy lifestyle. He said that if 
Bob did not change his diet, stress level and sedentary 
lifestyle, he could expect to be back for more surgery 
within six years. Bob reported that this seemed to switch 
his focus from the impending surgery to the changes he 
needed to make to stay healthy. Bob said that when the 
surgeon then asked, he could not even think of any questions 
about the surgical procedure. 
Bob was proud of his ability to get what he wants and 
be in charge, even with difficult "prima Donna" doctors. 
He was able to get the first doctor to perform the 
angiogram as scheduled. The heart surgeon, on the other 
hand, handled Bob very effectively, and drew his attention 
away from the surgery to the necessary post-surgical 
lifestyle change. 
Bob would adhere to the medical regimen only if he 
could treat it like one of his organizational problems. He 
wanted all the information so he would know what was wrong, 
and what were the appropriate goals. He then decided how 
those goals would be accomplished. 
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Patient/Program Relationship 
Once he knew he was going to attend a rehabilitation 
program. Bob said he did research on the programs in the 
local area before deciding which program to attend. He 
looked for and found a program with a flexible schedule of 
exercise classes that he thought fit with his busy work 
schedule. He reported that once he began the exercise 
classes, he began to have problems with the program. He saw 
that most of the other patients were elderly. He did not 
like the way nurses talked to him. He said he thought they 
were "sickeningly sweet or scolding, the way you would be 
with a noncompliant child." He thought the exercise 
sessions were unnecessarily boring. He did not like the 
totally individualized program that unintentionally 
discouraged any group spirit in the patients. Bob was also 
concerned that there were only exercise sessions. There 
were no patient training sessions on how to transfer the 
exercise regimen into a regular daily schedule (after the 12 
week program ended). Also, there was no information about 
diet discussed. Bob quit the program after 7 sessions. He 
thought he would exercise as often and as well at home. He 
reported seldom exercising after leaving the program. 
Family/Program Relationship 
Lea reports she was never 
the rehabilitation program to 
contacted by the hospital or 
see if she needed any support 
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or information. She said that she just started to detach 
from the problem and leave it up to Bob. She did not have 
the energy to chase after hospital staff for information. 
This initial lack of support from the hospital let Lea, 
(once the crisis of the surgery had passed) revert to her 
position that Bob was able to, and needed to, take care of 
himself. 
I: How did you feel that no one talked to you about it. 
{Bob's post-operative needs.} 
Lea: I detached from it... to some extent I knew and 
understood the mechanics as far as the psychological 
impact on the family and what you will need to do at 
home and how important it is, no one ever gave me it. 
Its was as if we didn't exist. 
Bob: We understood the need for change in our diet. We had 
a friend who was a nutritionist who talked to us about 
it and we were able to change our diets for a few 
months, but we're back to our old ways. 
I: Did you {Lea} feel there was a need for an outside 
program, a rehabilitation program? 
Lea: My position on that is: Bob always goes and gets 
whatever he needs, its his personality. He will push 
back until he gets it or is satisfied. He is quite 
capable of self-educating himself, or seeking the help 
that he needs, so I just kind of let him alone. 
Bob: Lea had no information. We had no program to follow, 
no literature. 
It seems that Lea's detached attitude towards Bob's 
rehabilitation started to occur even during the first weeks 
that Bob was home from the hospital. When asked, "Who was 
the most worried about Bob when he came home from the 
hospital?" Lea answered that she was worried about getting 
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back to her work that was piling up for her, and having to 
take care of Bob and the baby and being hospitable to the 
scores of friends and co-workers who were coming to visit 
Bob. Bob, possibly still fearing abandonment, was worried 
about not being fully able to take care of himself and 
having to rely on Lea, "even to get dressed." 
Bob said he attempted to exercise at home rather than 
continue with the rehabilitation program that did not live 
up to his standards. Also, exercising with elderly people 
bothered him. Bob recognized his reasons for dropping out 
as rationalizations rather than constructive and accurate. 
From the start Bob was telling Lea about his dislike for the 
rehabilitation program. Bob and Lea agreed that there was 
no conversation about his leaving the program, and when she 
found out, she was not surprised and felt no reason to talk 
to him about it. 
Inter: What did you say to Lea when you stopped going 
to the rehabilitation program? 
Bob: Probably nothing. 
Lea: He just stopped. I knew it was coming because of what 
he was saying about it. 
Inter: Did you say anything to him about what you thought he 
needed? 
Lea: 
Inter: 
Lea: 
He said he was going to walk or ride his bike. 
He goes in great spurts and does all sorts of 
interesting things to motivate himself, but its 
temporary... 
very 
Have you ever shared your concerns about his health 
because he stopped? 
No. If he had been in a 
shown progress...but he 
situation where he had really 
just did it sporadically...* 
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Lea (cont) when there was nothing, he stopped there was 
nothing lost... . 
Bob: An ongoing conversation we do have is around getting 
Lea to exercise with me She had to do it for herself. 
I thought it would be fun. If its not with people I 
am not likely to do it. 
Lea: Yes, and then I respond with,"You see that little 
person (their 3 year old). You really think I'm going 
to enjoy a walk with Bobby? I don't because its stop 
and look, pick up frogs, and chase him and that's not 
what it should be about." 
Lea also explained her hectic schedule and how Bob 
comes home late. Bob responded with: 
Bob: But you started an exercise program for yourself. 
Lea: Sure, what I started was getting up at 5 am to have an 
hour for myself.... it lasted for a month. I know, I 
started reading a lot after I get into bed and stayed 
up later. 
Bob: You should start a research project about the 
rationalizations people use to not exercise. 
Bob looks towards his wife for support and company in 
his attempt to exercise at home. Her reply focuses on how 
the plan would not be useful for her rather than focusing on 
her husband's need to exercise. His response may have been 
a way to ask her, "You tried exercising for yourself, why 
not try for me? How about taking care of me and my needs?" 
It was clear that Lea was saying she would not do 
anything to be supportive of Bob's attempts to exercise. 
Bob might have been uncomfortable with that information 
being known. He repeatedly defended her by saying 
repeatedly she never had anyone talk with her about her role 
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in his rehabilitation. He added that she did change her 
cooking and shopping for a few months after a friend who is 
a nutritionist explained to them how to shop and cook a 
healthy heart diet. The improved diet lasted only a few 
months. 
Summary of Case Study 
Clearly lack of support has been critical to Bob's 
failure to adhere to a group or home exercise program. He 
and Lea felt little support from the hospital, their doctor, 
or the rehabilitation program. Lea says she was available 
and willing to be part of Bob's rehabilitation, but there 
was no one there to get her involved. Once the crisis had 
passed and they both went back to work, they reverted back 
to their old habits. Lea denied any responsibility to even 
talk to him about the exercise classes, and their eating 
habits, they admit, also reverted back to an unhealthy high 
fat diet. 
It has been two years since Bob's surgery. Just the 
week before the research interview, he contacted his doctor 
to start the exercise classes again. He explained that he 
has just started feeling more positive about life and that 
he had to make changes even without support. He said he no 
longer felt resentful about the lack of support for the 
needed changes, and would do it by himself. He felt his 
image-strongly independent-had cut him off from support, and 
the lack of support had made him act independent. He is 
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planning to make changes in his lifestyle, even if it is 
without support from his wife. 
Systemic Assessment 
Bob's difficulties exercising, his denial of problems, 
his request for support, and his fear of asking for too 
much or not getting enough from his wife, were coupled with 
Lea's inability or unwillingness to accept Bob as anything 
but strong and independent. This led them into patterns of 
interaction that resulted in Bob asking for support, and 
Lea, worried that Bob would act the invalid if she helped 
him too much withdraws from the problem. That leads Bob to 
act strong and independent. Bob can be strong and 
independent and do all the right things for himself until he 
needs support and help. Then he is in danger of becoming a 
invalid and a burden. This relationship dance of the 
couple, as well as Bob's insistance that he to be in charge 
of his relationships with health care providers and cardiac 
rehabilitation staff, must be addressed for there to be 
change in his health behavior. Bob and Lea have some 
understanding of their problems but were unable to make 
any lasting changes. Systemic therapy might be helpful to 
the Smith family to break the patterns of avoidance of 
support that follows from their beliefs about their 
relationship and their individual desire for independance 
and control. 
Ill 
Family Two: The Smiths 
The second family interviewed for this research were 
the "Smiths." Paul, age 55, had an MI in August 1987; and 
Mary, age 63, was diagnosed that September with arterial 
problems in her legs and may need bypass surgery in her legs 
in the near future. Both were patients in a hospital-based 
cardiac rehabilitation program. They were selected for this 
study for three reasons: 1.) Their almost perfect attendance 
record at the exercise classes; 2.) Paul's perception of his 
family as extreme (enmeshed-chaotic) on FACES III; and 
3.) the program staff's perception that although Paul was 
highly motivated and gaining strength, Mary was not 
exercising hard enough to get any conditioning effect. The 
Smith's interview took place at the hospital following their 
exercise class. 
Paul and Mary live in a small town outside of a major 
city in western Massachusetts. They have one son, David, 
age 26, who lives in Boston and visits occasionally. The 
Smith's work together at home, full time, as researchers and 
writers for a medical instructional audiotape publishing 
company. Mary has also worked as a psychotherapist, 
part-time. They spend most of their time together; but Mary 
stated that she does not consider herself enmeshed with 
Paul. They spend their free time dining out, going to 
movies and plays, visiting friends, or relaxing at home. 
They have never had a TV in their home. Paul and Mary 
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identified themselves as "New York Intellectuals" who moved 
to the country 13 years ago, who do not like to exercise. 
Questionnaire and FACES III Information 
On the FACES III scales, Paul rated his family as high 
cohesion and high adaptability which placed his scores in 
the enmeshed/chaotic position in the Circumplex Model. His 
family satisfaction score was 62, well above the mean for 
normal families and the research subjects. Mary, since she 
was a patient at the exercise program, also filled out the 
questionnaire. Her scores were similar. She also rated the 
family as high in both cohesion and adaptabilty (enmeshed/ 
chaotic). Her family satisfaction score of 52 was lower 
than Pauls, but still above the mean. 
Paul rated his MI as severe. He rated his wife and son 
as highly supportive of his exercising. He rated his level 
of exercise as much higher at the time of the interview than 
before the MI and anticipated an even higher level in six 
months. Also, he rated himself and his wife as 
understanding the rehabilitation regimen. Mary rated her 
family as highly supportive of her exercising and rates her 
level of exercise as much higher than before she started the 
exercise classes. She agreed with her husband that they 
both understand very well the cardiac rehabilitation regimen 
that has been prescribed for them. 
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Family Health History 
Neither Paul nor Mary know of any family history of 
heart disease. Paul's only other medical condition was a 
minor back problem. Mary suffers from ulcerative colitis. 
Paul knew prior to his MI that he had a number of risk 
factors for heart disease. He identified his risk factors 
as high blood pressure, high cholesterol, being overweight, 
smoking cigarettes, and drinking too much alcohol. Nine 
months before his MI, Paul lost his voice and his physician 
told him to cut down on his drinking. Paul complied. He 
also stopped eating dairy products, and lowered his weight, 
cholesterol, and blood pressure to within normal ranges. He 
also stopped smoking (He had been smoking 1 pack per day). 
He stated that his doctors had agreed with him that these 
changes saved his life. Mary had tried to quit smoking 
several times in the past. She reported that she suffered 
severe physiological withdrawl reactions each time. 
Although Paul had quit successfully, Mary continues to smoke 
2 packs per day. Paul and Mary both felt that her addiction 
to cigarettes is so severe that the withdrawl reactions 
would be dangerous to her health. 
History of MI and Heart Disease 
On a Sunday afternoon in August 1987, Paul was burning 
brush in their yard when he felt severe pain in his chest 
which he thought was muscle strain or indigestion. Mary 
came home 10 minutes later and identified Paul's pain as 
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possibly related to his high blood pressure. Mary took his 
blood pressure. She. then decided he should go to the 
Hospital. Paul's pain was recognized as a massive MI. Mary 
reported that for almost two days the doctors would not tell 
her if he would survive. She said she knew he would survive 
when the doctors started to talk about him in the future 
tense. Paul reports that he did not know, even in the 
hospital, that he really had an MI. He did not think he 
would die. He was told later by his physician that he was 
very lucky to have survived. Mary states the obvious when 
I 
she identified Paul as good at denial and herself as always 
I 
worrying. 
I 
I 
Family/Health Care System Relationship 
Both Paul and Mary were very knowledgable about their 
medical problems and procedures due to their work as writers 
and producers of medical instructional media for physicians. 
i 
They characterized their relationships with their own 
I 
physicians as very good - trusting and open. Their own 
physician was on vacation when Paul had his MI, but they 
both felt that they were comfortable with the care Paul 
I 
received from the doctors at the Hospital and the way they 
. i 
were treated by by the Intensive Care Unit and nursing 
staff . 
115 
Family/Prograro Relationship 
Paul was in the hospital for 13 days. He said he was 
seen by the rehabilitation program staff while still in the 
hospital recovering from the MI. He readily agreed to enter 
the outpatient exercise program. He remembered telling the 
nurse from the program: "I’ll do anything, as long I don't 
have to do it at home. I cannot be responsible for my own 
exercise." 
Like most MI patients, Paul was not allowed to drive 
for awhile after he got out of the hospital. Therefore, Mary 
had to drive him to the exercise sessions. Mary asked to 
join the exercise class, and because of poor circulation in 
her legs, her physician referred her to the program. As 
expected, she failed the preliminary exercise stress test 
and was enrolled in the program. They both completed the 
Phase III program with almost perfect attendance records. 
Paul felt he was in the best shape he had been in since high 
school. Mary felt her physical condition had improved 
somewhat but not much due to her smoking. At the end of the 
Phase III program, they enrolled in the maintenance exercise 
program that met twice each week. They were supposed to 
exercise at least once each week at home to maintain and 
increase the aerobic condition of their cardiovascular 
systems. But they almost never exercised at home. 
Paul and Mary were very pleased with the opportunity 
they had had to exercise safely at the rehabilitation 
program. They liked the heart monitoring, medical 
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information and diet counseling that was provided during the 
exercise classes. The program’s focus on getting healthy 
rather than looking good was also very important to them. 
They would not have wanted to exercise in any other setting 
(gyni) health club, YMCA, etc.) They made the point 
repeatedly that they do not like to exercise. Also, they 
said, being "intellectuals", they did not like the idea of 
being obsessed with making bodies into perfect machines. 
They did not believe in perfectabi1ity and view such 
attempts as physical narcissism. They stated that they 
would only consider enrolling in an exercise program that 
included heart monitoring by professional personnel. Their 
difficulty with regular at home exercising once per week led 
them to repeatedly request a transfer back to the the Phase 
III exercise program that met three times per week rather 
that the maintanance group that only met only twice per 
week. 
The Smiths main criticism of the program is what they 
saw as the staff's childish attempts at making them feel 
guilty for not exercising at home. The staff at the 
program, when asked for families to interview, thought the 
Smiths would be interesting. From their perspective, Paul 
was doing everything right in his regimen, while Mary was 
not trying very hard at her exercises, often giving up 
early, and clearly not getting the aerobic conditioning she 
needed. The rehabilitation program staff also faulted Mary 
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for not trying to quit smoking. However, these perspectives 
of the Smiths and the rehabilitation staff did not result in 
poor attendance. 
Family Interaction about Noncompliance 
Even though Mary continued to smoke, Paul and Mary were 
considered high compliance patients by the rehabilitation 
program. The only part of the rehabilitation regimen that 
they were not adhering to was the the weekly at-home 
exercise session. In the research interview they stated 
reasons for not exercising that they recognized were weak 
excuses. Excuses offered were: they work at home under alot 
of pressure from their boss who called often; Mary could not 
exercise after eating or smoking a cigarette; Paul would 
wake Mary up if he exercised too early in the morning, etc. 
They considered walking together. They thought talking to 
each other while they exercised would make it more pleasant, 
But they anticipated they would not know what to talk about. 
As they stated: 
Mary: We are supposed to be exercising at home on a 
treadmill^ but we don't use it. 
Interviewer (I.): Do you ever talk about the treadmill. 
Paul : We berate ourselves for not making the time to 
get on the goddamn treadmill. 
I . : 
Mary: 
Who starts the conversation? 
He says, "I 
up." I say 
you get on 
don't use it 
"You know it 
it at 7 AM. 
because it will wake you^ 
won't wake me up. Why don t 
Why don't I do it? I don t 
know. 
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Paul: And I say, 'OK I will" and I might use it once. 
Mary: He comes up with crazy excuses: no sneakers; 
"I have to go to the bathroom"; no towel. 
Paul: There are more than a million ways to rationalize 
it. 
I. : Do you accept all his rationalizations? 
Paul: No she doesn't. She knows its all bullshit. 
Mary: What do you mean... I'm not responsible for him. 
I accept where he's at. 
Paul: I can't make her walk either. 
I. : What do you do in response to his rationizations? 
What do you say when he says he doesn't have his 
sneakers? 
Mary: I laugh. Like he's laughing now. 
Paul: She is saying, without the words, "In effect, 
you're an idiot." 
Mary: No I don't. I wouldn't say that. Its mean I don't 
Paul : 
like to exercise either. 
I said in effect. I know this, I am an idiot about 
exercising) I've been this way since 1951 when I 
graduated from high school. I never liked to 
exercise. 
The Smiths talked about the need for one at home 
exercise session each week, and even made plans for it. 
But they anticipated rarely adhering to their plan. 
When asked about what happens when he does exercise, 
Paul responded: 
Paul: When the guilt builds up, then I get on the 
t r eadmi11. 
I . : Does any of the guilt come from Mary? 
Paul: No. 
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Mary: I've spent 15 years depriving him of animal fat 
and asking him to eat salt-free food. 
Paul: I really should use the treadmill. 
Mary: I agree. You should be doing it. Teriffic idea. 
I.: Even though you know its not going to last for 
long you're very positive? 
Mary: Everytime it happens its a good thing. 
Mary knows he might only use the treadmill the one time 
he feels guilty, but she does not tell him she knows. She 
acts supportive, not critical. She says she understands 
that Paul is sincere about wanting and planning to exercise. 
Their explanation of why they do not try to get the other to 
agree to exercise or give reminders to exercise, or give up 
hope of ever exercising, is based on a contract they made 
with each other. 
Mary: We made a contract before we got married. We would 
not to try to change the other person. We would 
try to support the other's positive change. We 
would not manipulate the other. 
I.. But Paul does want to try to exercise at home? 
Mary: The idea is we accepted the person as they were and 
to try to change them is abrigating the contract. 
Im not disinterested or passive. 
Paul: If its something that makes Mary unhappy, I try 
to change. 
They did say they do 
dislike about each other, 
talk about what they like and 
and each tries to change to 
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accomodate the other. But this very explicit contract is 
tested each time one of them does not follow through with a 
plan to exercise. The fact that they do not talk about the 
noncompliance, only the plans to exercise, means to them 
their contract is strong. They adhere to their contract 
even though it would be in the best interest of their health 
not to ignore the other’s noncompliance or the failure to 
exercise when planned. 
The Smiths spontaneously enacted a quick conversation 
in which they planned to start playing ping-pong again as 
their home exercise. They agreed with each other that it 
would be a good idea. The dialogue ended and Paul explained 
that it was typical for them to make a plan to exercise, not 
fulfill it, but never bring it up to each other about what 
had happened. 
This marital contract was the context for their 
planning and failing to exercise at home. In turn, the 
absence of any follow-up on the failure strengthened their 
belief that the contract was strong and viable. Luckily 
they used only the last part of their rehabilitation regimen 
as the test of their contract. They were aware that aerobic 
exercising three times each week is required for a 
conditioning effect, but they were not convinced the one 
more exercise session each week would make any difference to 
their health. 
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Systemic Assessment 
Both Paul and Mary were adhering to most of the cardiac 
rehabilitation regimen. Their already healthy diet, and 
increased exercise had improved their health significantly. 
They were aware of the rationalizations they used to avoid 
home exercise. They believed that the only viable solution 
to the exercise problem was to re-enroll in the Phase III 
classes that meet three times each week. They said they 
would continue to request transfers from the maintenance 
group to the Phase III group. Mary's smoking habit and 
lack of energy at the exercise classes were of concern to 
the Smiths, but again, Paul's acceptance of Mary as an 
addicted smoker who would be physically harmed by trying to 
quit is another succussful test of their unique marital 
contract. 
Mary (as a part-time therapist herself) and Paul are 
very aware of psychotherapy and family therapy theories and 
techniques. Mary believes that she and Paul are not 
"enmeshed" but very close. Any systemic intervention - a 
prescription of a ritual or a reframing of the problems - 
would have to include their knowledge of therapy and would 
be focused not on challanging their "successful" marital 
contract, but on removing the failure of at-home exercise as 
a testing ground for the marital contract, and allowing for 
less harmful tests. 
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Family Three; The Kell vs 
The third family interviewed were the "Kellys". Brian 
Kelly, age 48, suffered an Ml in December, 1987. After 
recovering, he attended only four weeks of exercise classes, 
returned to work, and dropped out of the program. This 
family was selected to be interviewed because of Brian 
left the program; amd because he rated his family as 
balanced (separated- flexible) on the FACES III scale. 
The Kelly family was interviewed at their home in the 
evening. Only Brian and Ann were present during the entire 
interview. Their foster daughter came home during the 
interview and joined us for a short time. 
Brian, age 48, and Ann, age 42, live with their two 
younger daughters in a suburb of a large New England city. 
Brian works at as a purchasing agent at a large corporation, 
while Ann works as a teller at a small bank. They have 
three children. Bill, age 23, is a graduate school student 
in the midwest. Mark, age 19, is a college student in 
Boston. Karen, age 18, is a senior in high school and lives 
at home. A foster child, Jill, age 16, was also living with 
the family. Brian was described by his wife as a workaholic 
and a couch potato. Brian then jokingly described Ann as 
perf ect. 
Questionnaire and FACES III Information 
On the FACES III scales, Brian rated his family as 
separated on the cohesion scale and flexible on the 
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adaptability scale. This placed his perception of his 
family in the balanced area of the Circumplex Model which is 
hypothesized to be related to good family functioning. 
Brian's Family Satisfaction score was 59, placing it in the 
91st percentile. 
Brian rated his MI as very severe. He rated his wife 
and children as all very supportive of his attending the 
exercise program. He rated his level of exercise now as 
about the same as it was before his MI. He did not perceive 
it changing much in the next six months. He rated himself 
and his wife as being very clear about what treatments and 
lifestyle changes had been prescribed by his doctor, and 
admitted having difficulty staying on a healthy diet. 
Brian reported that his main reason for not exercising was 
laziness. His rehabilitation program records showed he 
attended only 54% of his scheduled exercise classes. Brian 
incorrectly reported in the interview that he attended 
regularly for 2 months, 3 times per week. 
Family Health History 
Brian reported that his mother had had reumatic fever 
which caused heart damage. She lived to be 69, and did not 
let her heart condition restrict her activities. Ann s 
father has a problem of high cholesterol and had bypass 
surgery five years ago. He has been doing OK since then 
without any major changes in lifestyle. There had been no 
major illnesses in the immediate family. 
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History of MI and Heart Disease 
Brian reported he had no indication that he had heart 
disease. Ann said she noticed he had been feeling weak 
and breathless for a few months, but attributed these 
problems to his being a heavy smoker. He had not gone to a 
doctor in three years. 
On a Friday evening, after work, while drinking and 
eating dinner out with Ann, Brian began feeling 
uncomfortable. Thinking it was indigestion, he tried to 
relax. He moved his bowels, ate some ice cream to relieve 
the "indigestion" but the pain got worse. As he lost the 
feeling in his left arm, he realized it was a heart attack. 
Ann drove him to a nearby hospital. The next day, Brian 
underwent angioplasty surgery. He left the hospital ten 
days later. Although he did not think the pain was that 
severe, Brian reported that his doctor later told them that 
their promptness and proximity to the hospital saved his 
life. Medication to clear the blockage was successful and 
Brian suffered little heart damage. He still finds it 
difficult to believe he had a heart attack. Brian and Ann 
felt that if it had happened at home, Brian would have 
denied the severity of the pain and would have just laid 
down on the livingroom couch, hoping the pain would stop. 
After a month he was back at work part-time, and 
within two months he was working full-time. Brian and Ann 
agreed that family life was quickly back to normal. Ann 
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admitted some concerns for Brian’s health, and she did 
not expect as much help from him around the house. 
Brian believed his high cholesterol level and his 
smoking caused his heart condition. Ann added that his 
his poor eating habits and his lack of regular exercise also 
contributed to his heart disease. 
Patient/Hea1th Care System Relationship 
Brian had had no contact with any health care 
providers for over three years. He knew that his smoking 
and excess weight was unhealthy, but did not think to do 
anything about it. The Kellys had no family physician. 
Patient/Program Relationship 
While he was awaiting the angioplasty surgery, a nurse 
from the hospital's cardiac rehabilitation program enrolled 
him in the program. By the time he had his initial post-MI 
stress test a month later, Brian was about to go back to 
work. He went back to work one week after he started the 
exercise classes. Brian attended only 54% of his scheduled 
classes. He dropped out after about two months. He said he 
never intended to just drop out, but that he got too busy at 
work and started skipping classes. Each time he skipped, 
his intention was to attend the next class. Once he missed 
over three weeks, he went back for a class, but reported 
feeling like an outsider, no longer a member of the group. 
He also found the exercise regimen boring. Although he 
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thought the staff at the program were competent and 
friendly, he disliked the monotony of always doing the same 
exercises each class. He felt they did not let him work 
hard enough at the exercises. He recalled thinking he could 
not continue leaving work at 2:30 to get to the class, and 
that he could just as well do the exercises at home. But 
Brian admitted he did not do any exercise other than play 
an occasional game of golf. He remembered that some doctor 
told him golf would be good exercise. He also gained back 
the 20 pounds he lost while in the exercise class. 
The program staff anticipated Brian's quitting the 
program due to his working busy schedule. They identified 
stress and his inability to relax as contributing to his 
heart disease and provided him with instruction and 
audiotapes on relaxation exercises. A month after he 
disappeared from the program (he never called to say he was 
withdrawing) their letters and phone messages were never 
answered, and he never returned to audiotapes as promised. 
Effects of MI on the Family 
Brian and Ann reported no serious problems with their 
children either before or since Brian’s MI. They felt that 
his MI had little effect on the family. They did say that 
their daughter and sons ask about Brian's health more often 
Also, Brian reported that his godson, age 12, now invites 
him to activities or sporting events. Before the MI it was 
Brian who made the plans. Brian and Ann agreed that the 
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family is generally back to "normal". The family had no 
direct contact with the rehabilitation program. 
Family Interactions about Noncompliance 
Unlike the other families already reported on, the 
Kelly's regularly discussed Brian's failure to adhere to his 
exercise and diet regimens. When Brian was attending the 
exercise classes, Brian and Ann were working for the same 
company. She knew each time he stayed at work instead of 
exercising. Ann reported that she knew that he would quit 
the exercise rehabilitation program once he was back at work 
full-time. She attributed his noncompliance to his long and 
difficult work schedule and his lazy personality. 
Ann reported that she repeatedly asked Brian to join 
her aerobics class or find one for himself. Ann, and 
sometimes their daughter, Jill, routinely pointed out to 
Brian when he was eating high fat or high calorie food. 
During the research interview, Ann repeatedly corrected 
Brian’s mistaken idea that golfing once a week would be 
adequate exercise. 
Both Brian and Ann described her talking to him about 
his diet and exercise as "nagging". Brian felt he 
understood that she "nagged" because she cared about him and 
therefore he did not get angry at her. He reported arguing 
with her about certain diet facts. He noted he does not 
always follow her common refrain of Don t eat that its 
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of fat." He said he has always known she would not escalate 
the friendly discussion into an argument. 
Ann continued to "nag" even though she knew it would 
probably not change his behavior. She jokingly said she 
nagged him for 10 years to quit smoking, but he didn't quit 
until his MI. She viewed her nagging as "just reminding 
him or passing on information to him that maybe someday he 
would use." Neither of them thought Brian would change his 
behavior unless he got sick again. 
To get at the meaning of the "nagging" conversations, 
the couple were asked what would happen if the nagging 
ceased? 
Interviewer (I): What if she didn’t nag anymore? 
Brian: I'd start to worry about her. 
Ann: He'd be worried I'd be moving out tomorrow 
I; And what if he did start losing weight and 
exercising? 
Brian: She'd be happy. 
Ann: I'd be really happy. 
I; Even though you would not have these. 
Brian: She'd find something else. 
Ann: I'd nag him about something else. 
Brian: It's only been in the last two years that I've had 
these extra 22 pounds. She's always been like 
this (nagging) about something. 
Brian and Ann laughed and smiled during this short 
episode in the interview. They labeled these common 
conversations when Ann tells Brian what he should and should 
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not be eating, that he should be exercising, resting more, 
etc., as "nagging" sessions. However, they agree that they 
are playful during these episodes even when they yell at 
each other a little. They reported that Brian's usual 
manner of joking around, which was accepted and expected by 
the family, was to yell and threaten to hit them, which he 
never did. Ann's reminders and information about health 
matters do not change Brian's behavior. She continued to 
offer suggestions even though they both knew there will be 
no change. The "nagging" and Brian's good natured response, 
therefore, must have had a strong meaning and effect for the 
family for them to continue "nagging." 
When later asked what would happen if they didn't laugh 
during these conversations, Ann said Brian would be worried 
she would move out. Brian responded that he would get angry 
at her. This part of the interview was the first time they 
spoke seriously and listened to each other without making 
quips or jokes. 
I: 
Ann: 
Brian: 
Inter: 
Brian: 
Ann: 
What would be different if one of you did not 
laugh during one of these conversations. 
He would ignore me. 
I would problably get upset. 
What would you do then? 
I'd tell her to knock it off. 
He wouldn’t hear me. It wouldn't even phase him 
To keep Brian from doing the classic "withdrawing from 
being nagged” behavior, and to keep the conversation going. 
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Ann understood she roust keep her affect light even when 
talking about the mortal dangers of his high fat diet and 
lack of exercise. Brian did not agree that he would just 
ignore her. He felt he would take offense at seriously 
being told by her what to do about his health. They had an 
explanation of why these conversations do not escalate into 
real fights. Brian felt that it was because one of them was 
usually in a good mood and could keep from getting angry at 
the other for being critical. This means that to avoid 
hurting each other either Ann or Brian must view these 
"serious" conversations as good natured fun. 
Systemic Assessment 
Both Ann and Brian were troubled by the question of 
what would happen if Ann stopped "nagging." Brian responded 
that he would be concerned for their relationship and 
marriage. It could not be a good relationship without these 
conversations. These "nagging" conversations were clearly 
not Ann's way of getting Brian to change his behavior. Both 
agreed that the conversations were used as a way of 
affirming their close relationship. There appeared to be a 
reflexive logic between their conception of their marital 
relationship and these episodes. Their conception of their 
relationship is sustained by the meaning they give these 
episodes and the meaning of these episodes is determined by 
their conception of their relationship (Cronen, Lannaman & 
Johnson, 1982). It can be stated as follows: 
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"In our close caring relationship, a conversation of 
"nagging and joking back" in which neither of us takes 
offense (for Brian at Ann's nagging and for Ann at Brian's 
not changing any of his poor health care behavior) counts 
as a context for seeing our relationship as close and 
caring for each other. In our close and caring 
relationship, talking like this means we care about each 
other and these conversations do not cause upset. Our 
close relationship means we can have these conversations 
and having these conversations mean we have this type of 
relationship. 
The critical aspects of these episodes were the jokes 
and good natured affect of Ann and/or Brian. Ann indicated 
by her joking manner that Brian did not have to take the 
nagging seriously. Brian indicated by his not taking 
offense or joking that Ann did not have to worry that her 
nagging will start a real fight. Any influence that Ann 
might have had on Brian's behavior is sacrificed to 
reaffirming their view of their marriage as close, caring, 
and loving. Neither would be comfortable if the other acted 
seriously when the expected behavior was "playful." It would 
be taken as a indication of trouble in their relationship. 
Ann's nagging and Brian’s responses of not changing appeared 
so necessary to their relationship that Ann continued to nag 
and support Brian’s poor eating habits (she reported) 
by buying junk food for him when she did the weekly 
supermarket shopping. 
This couple reported that they have always had these 
types of conversations. They admit would need some other 
,S (Other than Brian's lone standing habits of eatine i ssuei 
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the wrong foods, being a slob, not exercising, etc.) for the 
content of conversations that they could use as proof of 
their close and caring relationship. 
Systemic interventions aimed at changing the meaning of 
compliance or the family’s patterns of behavior might be 
helpful in increasing Brian's adherance with his cardiac 
rehabilitation regimen. Of course one danger would be the 
effect on their relationship if their "good natured nagging" 
conversations were no longer needed or tolerated. More 
information about the family, the marital relationship and 
how the family and healthcare professionals are involved 
what would be required. Is this pattern of conversation 
similar to anything that went on in the couples families-of- 
origin? Is it very different from how their parents dealt 
with healthcare (for example, as a dangerous secret)? 
Brian had very little trust or contact with health 
providers. It may have been the absence of any positive 
relationship with them that let him just drift away from 
the rehabilitation program. Or, it may be that he had been 
getting so much health care "information from his wife in 
their "nagging sessions" that he could not tolerate or take 
it seriously when others gave him information about how he 
must change his lifestyle to remain healthy. Doing so may 
have forced him to examine how he has been disqualifying his 
wife's attempt to help him. 
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Family Four: The Olsons 
The fourth family to be interviewed for this study was 
the "Olson" family. Bill Olson, age 41, had a severe MI in 
December 1987. Bill had been a uniformed patrol officer for 
the police department of a large New England city for 15 
years. The Olsons were chosen to be interviewed because 
Bill dropped out of a hospital based rehabilitation program 
after attending 44% of the session in a 12 week Phase III 
program. 
Bill, age 41, and Kate, age 40, had been married 17 
years at the time of the interview. They have three 
children, Mark, age 15, Lisa, age 11, and Jill, age 9. Bill 
has been told he is too disabled to return to his 
patrolman's job at this time. Consequently, he is now 
collecting full disability pay. He has spent his time 
taking care of the home and his children, and attending 
classes at a nearby college. Bill still hopes to continue 
his career in law enforcement. 
Bill estimated he was working 60 to 70 hours each week, 
mostly evenings and night shifts, prior to his Ml. Bill also 
drove a snowplow and sanding truck under contract to the 
city during the winter months. Kate has been a an activity 
director at a nursing home for the last 5 years. Their son 
and two daughters are doing well in school, and Mark is 
thinking about going to college in two years. 
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Questionnaire and FACES III Information 
On the FACES III scales, Bill's rating of his family's 
cohesion and adaptabilty placed them in the Connected/ 
flexible, balanced family type. Bill’s Family Satisfaction 
score, 58, placed him in the 91 percentile and average for 
this sample. He was extremely satisfied with how close he 
felt to the rest of his family and the way the family talked 
together to solve family problems. He was only generally 
satisfied with his freedom to be alone when he wanted to be. 
He was only generally satisfied with how fair criticism is 
in the family. 
Bill rated his heart attack as a 2 (mild) on the five 
point scale and rated his wife and children as very 
supportive of his attendance at the exercise classes. He 
reported his level of exercise was lower than it was prior 
to his MI and would be likely not change in six months. He 
rated himself and his wife as not unsure about the 
prescribed rehabilitation regimen. Bill admitted to having 
difficulties staying on his diet. Bill's FACES III and 
demographic information would tend to predict a family able 
to adjust to his need for lifestyle changes that would 
include regular attendance at the rehabilitation program. 
Family Health History 
Bill’s mother died at the age of 50 of a heart attack. 
According to Bill there were no prior warnings or any 
indications she had cornary heart disease. Kate reported no 
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heart disease in her family and there were no chronic 
illnesses in either family-of-origin. 
Patient's History of MI and Heart Disease 
Bill's blood pressure had been monitored by his doctor 
for the past three years. Bill blames the high stress of 
his career as a police officer for the heart attack. In the 
hospital after the MI, Bill was found to have elevated 
cholesterol. His other risk factors included a sedentary 
lifestyle and cigarette smoking. 
The day of his MI, Bill had worked a 15 1/2 hour double 
shift and got home late at night. He says he came home not 
feeling well. Kate remembers how grey he looked. His arm, 
from the shoulder to his elbow went numb, he tried to 
restore the circulation in his arm by lying on the floor 
with his legs elevated. When the numbness would not go 
away, Bill got out of his uniform, put his gun away, and 
then let his wife drive him to the hospital. Only their son 
knew they had gone to the hospital. Their daughters were 
asleep and did not know until the next morning. 
Bill suffered a second MI in the hospital and was put 
on a heart pump. He has been told there is 30% heart 
damage. Angioplasty to open the occluded artery was 
unsuccessful. Bill was discharged from the hospital after 9 
days. Phase I cardiac rehabilitation exercises were started 
while he was recovering in the hospital. 
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Family/Program Relationship 
While in the hospital, Bill and his wife went to the 
hospital s cardiac rehabilitation program seminars on diet, 
stress reduction, and relaxation. Rehabilitation program 
staff also talked to him about risk factors, lifestyle 
changes, and the outpatient phase II and phase III programs 
that he could join. Kate says she found the seminars very 
useful. Bill and Kate worked together on changing the diet 
for their whole family. They reported reading content lists 
on food labels for the first time in their lives. They cut 
out most red meat and Kate stopped serving Bill his usual 
Sunday breakfast of a half a pound of bacon with eggs. 
Patient/Program Relationship 
Bill joined the hospital's outpatient rehabilitation 
program in February and attended all of the Phase II 
education and exercise classes. Kate would have attended 
these sessions, but she had to return to her full-time job. 
Bill started the Phase III program after an initial exercise 
stress test, but dropped out after attending irregularly for 
two months. He says he dropped out after he was told he did 
well on his second exercise stress test. He greatly 
overstated his attendance rate in the program. It was 
actually only 44%. 
According to Bill, his decision to drop out of the 
exercise classes was made because of the stress and 
dissatisfaction he felt being in the program. When his wife 
137 
was asked about her attitude towards the rehabilitation 
program, Bill remembered a critial incident that happened 
while he was still in the hospital when the police captain 
from his precinct was visiting him. A nurse from the 
rehabilitation program came in to have him exercise. 
Interviewer (I.): How did you feel about your husband going 
to rehabilitation classes? 
Kate: I thought rehabilitation would be good for him but 
I'm not sure he got 100% out of it for the money 
they charged, he was not enjoying it. He was alittle 
stressed out by going early before he changed the 
time. I do not think he got the individual attention 
or monitoring he should have. 
I.: By how he was talking about it, you did not think he 
was getting anything out of it? 
Kate: Yes. 
Bill: When I first got into the program... I had some 
visitors... It was my captain - my boss - came up to 
visit me it was a very special thing when its not 
your immediate supervisor, its several over. A nurse 
from the cardiac program came in and I told her I 
had a special guest and I'd like her to come back in 
15 minutes. She basicly told him, "well, I have to 
do my thing now." It caused a little animosity in 
me at to the brushness of her attitude towards the 
patient’s request. My wife is in the health field 
and mentioned to me that I have patient rights and 1 
tried to exercise them and still I ran into 
conflict. And then later on, I entered the program 
and I was attending different things. Some 
nurses gave the attitude that they did not care to 
be there. 
This incident seems to have been very significant for 
Bill in light of his respect for authority and hierarchy of 
command in the police department. This lack of respect 
demonstrated by the nurse, slighted both his captain, and 
Bill. This critical incident set the tone for Bill's 
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negative, distrustful attitude about the rehabilitation 
program. Bill's "lifescript" (Pearce & Cronen, 1980) as a 
police officer - his respect for chain of command and 
hierarchy - made it impossible for him to make any 
accommodation to a rehabilitation program that he felt 
showed no respect for him. 
His wife's complimentary "lifescript” of the dutiful, 
agreeable, patrolman's wife, made honest family discussions 
about his need to attend exercise classes difficult. Kate 
did remember telling him to speak up when he feels they have 
treated him poorly. 
Bill: They made you feel, "Why are you making me do this 
for you." And its costing $ 4000 for this cardiac 
rehabilitation class... and I'm paying part of it... 
Their attitude added alittle stress. I never felt 
we 1 come....11 rubbed on me after a while. 
Kate: I told him, "Why didn't you speak up?" He said, 
"why bother? Another officer said, "Hey, I’ll speak 
up, I'll tell them if you're bothered." but Bill 
said, "No, I don't want to, I don't want them to get 
the wrong idea about me or treat me worse." He more 
or less went along attending when he had to. He had 
no great desire to go. 
Bill: Its true. I enjoyed the first part of it. But here 
I am out of work paying $2.00 each time I pull into 
the parking garage and then "Oh, by the way, all you 
have to do is tell them you're in the cardiac 
rehabilitation program and you'll pay $1.50 each 
week." Why didn’t you tell me this two, three weeks 
ago before I started spending money I don't have? 
Not everyone is Rockefeller. 
The difficulties between Bill and the exercise program 
continued. It appeared the program staff were not aware or 
ignored his attitudes about women, nurses, etc, or his need 
to be treated with respect and as an individual when they 
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assigned a young woman to be his health counselor. Bill 
says she was sarcastic and uncaring. Bill would have liked 
the one man on the staff to be his counselor. 
Bill recounted another incident that indicated to him 
that the program was uncaring and unable to care for him. 
He says was not told to shave his chest to allow the heart 
monitor pickup to stick to his skin. A nurse dry-shaved it 
for him. Bill was embarassed and he felt the nurse was upset 
and did not feel it was her job to shave him. 
Another of his primary upsets about the program was 
that it was too expensive, and he had to pay the portion 
that his insurance company did not pay. He felt he was not 
being treated fairly. He complained that during his 
lunchtime exercise session, the lockers were often filled 
with the cloths of employees and not patients. He 
remembered that when he was late to class one time because 
he had no place to put his cloths, a nurse made what he felt 
was an an unfair comment about his being late. Bill s 
"sensitivity" was not understood or dealt with by the staff. 
Another episode in the family interview clearly showed 
Bill’s beliefs about the cardiac rehabilitation program, his 
respect for authority, and Kate's "required” agreement with 
his decision to dropout. 
so you had a second stress test and felt you did 
good on it and decided to stop going. 
Bill: 1 did not return and did not receive any phone calls 
-only the bills. 
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(to Kate) When he stopped going to the exercise 
classes did he tell you why? Did you have a 
conversation about it? 
I said, "That's fine if that what you want to do. 
Then let your doctor decide when you have to go 
through another phase of it.. If you have to you 
have to." 
Bill: It did happen to another brother officer who went 
through the same thing. He was not able to complete 
part of it, and he returned later on to it. 
Ii :And you told your doctor you did not return to it? 
Bill: No, I have not had a meeting March was the last 
doctors meeting and I have another scheduled next 
month. 
This dialogue presented many of the important issues 
connected to Bill's noncompliance. It is obvious Bill 
disliked the program and felt that the staff did not care 
about him. His strong self-identification as a police 
officer (someone who deserves respect and respects chain of 
command) led him to the conclusion that you see your doctor 
(like your captain?) at his convenience. You do not bother 
him with your problems until your appointment. Kate 
remembered going along with what Bill thought was best, 
until told otherwise by someone in charge of Bill's health 
care - his doctor. When coupled, the tradtional 
police/family lifescripts and the disrepeetfu1/sensitive 
program/patient relationship generated interactions between 
Bill and program staff that made it difficult for Bill to 
remain in the program. Had he remained, he would have felt 
deprived of the respect and consideration he felt he 
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deserved. Bill would have felt that he had given in to an 
insensitive health care program. 
Bill was also very sensitive about anything that 
reminded him of his financial difficulties and his present 
inability to support his family. 
Bill: Its difficult now. Sometimes I'm a little short 
with Mark. He has his own job. The worst comment 
he could make to me,who has always worked alot of 
hours to put bread on the table is: "I can buy it 
with my own money." Because you're at a point here 
where you use to be the breadwinner and always 
provide and now you can't. A simple comment like 
that would not normally set you off when you are 
working and bringing everything home and now you're 
not, and it triggers you and gets under your skin. 
He's probably wondering why I eat his head off 
sometimes. 
I:: (To Mark) Were you wondering about that when it 
happens? 
Mark: Yea, He told me about it a while ago, but he still 
gets upset. 
I; He told you about it do you feel better about it 
Mark: He still does it. 
Ij Do you understand why he does it? 
Mark: He’s just erabarassed by it. 
Bill’s strong lifescript of the traditional breadwinner 
had clearly been shaken by his disability. Kate and he 
stated a number of times that he would have liked some help 
from the program coping with his "innermost feelings" and 
questions about his life. Bill and Kate would have 
appreciated the staff taking his sensitivities into account 
during the exercise sessions. Kate did fee. that they got 
support from Bill’s fellow police officers and their wifes, 
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but she reported she could not talk to them about what she 
was going through while Bill was in the hospital. Kate felt 
she would have benefited from the medical information and 
support that wives of heart patients could have given her, 
and would have shared her feelings and fears with someone 
who had gone through a similar crisis. Bill said he would 
discuss returning to the rehabilitation program and dealing 
with the emotional issues with his doctor at his next 
appointment. 
Systemic Assessment 
Clearly the match between the program staff and Bill 
was very poor. Bill expected and needed sensitivity and 
caring from them. Instead, he experienced very little 
attentions to his individual needs and values. His strong 
male, policeman's lifescript had been threatened by his 
disability; and the program did not accomodate his need to 
feel respected. Kate responded to Bill with her usual well- 
meaning but ineffective support of any decision he would 
make about attending the exercise classes. She might 
have felt that to question his decisions would further 
undermine his lifescript of "breadwinner" - a lifescript 
already challenged by his physical disability. 
Any intervention to facilitate Bill’s future attendance 
at a cardiac rehabilitation program should take into account 
several factors: his lifescript as a policeman, his family s 
supportive role, and his need for respectful, caring, staff. 
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When planning an intervention, gathering information from 
the program staff about what their interactions with Bill 
would be imperative. Getting the staffs' perspective on 
what happened at the classes and learning how they viewed 
his behavior would be necessary. The "problem" beliefs may 
be in both the family and the program. An intervention and 
systemic explanation that does not blame either would have 
to developed to allow a cooperative relationship to evolve. 
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CHAPTER 6 
SYNTHESIS OF FINDING AND IMPLICATIONS FOR FURTHER 
RESEARCH AND PRACTICE 
This chapter summarizes and discusses the results of 
this research dissertation. Possible explanations for the 
results are explored. A discussion of the theoretical and 
practical merits and limitations of the dual methodology 
design are discussed, as well as the implications for 
further research, cardiac rehabi1 tation program design, and 
systemic treatment for noncompliance. 
Quanitative scales and questionnaire results 
None of the main hypotheses from the Circumplex Model 
of family functioning were supported in the research sample. 
No relationship was found between the cardiac rehabilitation 
patients' view of their family on family type, family 
cohesion, family adaptability, or family satisfaction scales 
and the patients' attendance at phase III exercise classes. 
More specifically, there was no evidence that patients who 
rate their families as extreme are more likely to be 
noncompliant with rehabilitation exercise classes than 
patients who rate their families as balanced. Regression 
analyses found no relationship between family functioning on 
the Circumplex model and attendance level. 
Research studies have shown a relationship between 
family cohesion and family adaptability and the presence of 
substance abuse, mental health problems, sexual offenses and 
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juvenile delinquency (Olson, McCubbin, et al., 1985). This 
research found no evidence that there is any connection 
between compliance with exercise cardiac rehabilitation and 
family cohesion and adaptability. This may indicate that 
noncorapliance with cardiac rehabilitation is not effected by 
family functioning. However, this does not address the 
possibility that other interpersonal relationships, such as 
the patient/healthcare provider relationship, are important 
to compliance level. The measure of family cohesion and 
adaptability relied on the subjects perspective on their 
family. The negative results of this research may indicate 
that the patient is not the best observer or reporter of 
family functioning. Just as patients are not good reporters 
of their compliance, they may not be accurate in their 
assessment of their family while under the stress of 
recovering from an MI and/or heart surgery. 
The multiple regression analysis of the questionnaire 
and scales data found only four factors to be related to 
compliance with exercise classes. Age, the occurance of an 
MI, and a family history of heart disease were related 
positively to compliance while admitting difficulty with 
diet was related negatively (P <.05). These variables 
accounted for over 33% of the variance. 
These findings can be partially explained by examining 
and ruling out the other factors that were found not to be 
related to compliance. As discussed earlier, the age factor 
may be explainable by the likelihood that elderly patients 
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were retired and had the time to attend exercise classes. 
But no relationship was found between attendance level and 
number of hours worked each week by the subjects, therefore 
ruling out this possible explanation. Other speculations 
are possible, as discussed earlier in this study, but the 
other statistical findings are not easily interpreted 
without further information about each patient's 
understanding and meaning of having had a MI, his family 
history of heart disease, and current difficulty dieting and 
exercising. 
Comparison of Results to Previous Research 
Although there have been no published studies on family 
functioning and compliance with cardiac rehabilitation, this 
research can be compared to the research on social support 
and compliance and the surveys of cardiac rehabilitation 
program participants and dropouts. The questionnaire used 
in this study included a question about the patient’s 
perceptions of his wife's and children's support for his 
attendance at cardiac rehabilitation exercise classes. No 
significant difference was found between the high and low 
compliant subjects on their ratings of their families 
support for attendance. No attempt was made to gather 
information about actual behaviors of the families. 
Surveys of cardiac rehabilitation patients and dropouts 
have asked participants if their families are supportive of 
their attendance. Oldridge and his colleagues found that 
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patients with wives that were indifferent or negative about 
the program were three times as likely to dropout than 
patients whose wives were supportive of attendance. (Andrews 
et al . , 1981). Heinzelman and Bagley (1970) found a similar 
pattern of support vs indifference with men in a preventive 
exercise program. 
The most supportive behavior a wife might offer is 
attending the exercise classes with her husband. Erling and 
Oldridge (1985) found that 90% of their patients whose wives 
participated in the exercise program were compliant while 
only 66% of their patients whose wives did not participate 
were compliant. Only three patients' wives (all wives high 
compliance patients) in this study attended exercise 
classes. 
This dissertation research is also comparible to 
Hilbert's study on compliance with cardiac rehabilitation 
and family support. Hilbert found no statistical connection 
between compliance level and her conception of spousal 
support (Hilbert, 1985) as measured on a complex self-report 
of "supportive" behaviors. From a systemic viewpoint, both 
this dissertation research and Hilbert’s requested subjects 
to give information about social support without information 
about the contexts, or meanings, or related interaction 
around support for compliance. This research's data on the 
subject's perception of his wife's "support" for attendance 
does not distinguish between active support or just an 
attitude of support. One subject who had a very high 90% 
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attendance record rated his wife as very low on support for 
his attendance. He wrote on the questionnaire that he rated 
her that way because she works full-time. He understood 
support to mean her physical help not her attitude or 
supportive conversations. It is not clear whose meaning of 
"support”, the patients or the family's, was indicated by 
the subjects answers on the questionnaire. The high scores 
for family support for attendance from the the low 
compliance patients might have resulted from their 
remembering their wives futile attempts to convince them to 
attend regularly as supportive of the program (but not of 
the patient's desire not to attend) and scoring that as high 
support. The high compliance patients may have scored their 
families as low support only if they actually interfered 
with attendance. 
Hilbert (1985) had cardiac patients and their wives 
count the wives' "supportive behaviors". The lack of 
significant relationship between compliance and support 
might have resulted from the wives of high compliance 
patients not having to enact excessive amounts of supportive 
behaviors, while the wives of low compliance patients are 
acting overly supportive in attempts to get their husbands 
to take care of their health. Hilbert’s findings are 
supportive of the interactional perspective on social 
support taken by Coyne, Wortman, and Lehman (in press). 
Hilbert viewed supportive behavior as being a a linear 
concept with more being better than less. This view of 
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support iniss6s the possible healthy, more constructive 
"hands off" approach that some families might use to help a 
cardiac patient take control of his own life and not feel 
like an invalid. 
It is not known from the research if there are any 
patterns of supportive, helping behavior that are most 
likely to increase compliance- other than actual attendance 
of patients' spouses at exercise classes. Comprehensive, 
well designed (and funded) cardiac rehabilitation programs 
now give wives and families advice on how to assist patients 
in their attempts to change their diet, exercise habits, 
etc., without the patient feeling like they are being 
treated like an invalid (Lui, 1984). 
The questionnaire data from this dissertation may be of 
some use to cardiac rehabilitation programs. It alerts them 
to the liklihood of low attendance by younger patients, 
those patients who did not have Mi's, those patients who 
have no family histories of heart disease, or those that 
having difficulties staying on a healthy diet. 
The statistical results raise questions as to what 
untested, unknown family, patient, or program factors might 
have influenced the results of this study . Also, these 
results (or even results that supported the hypotheses of 
the Circumplex model) do little to assess health care 
providers understand how each patient/family/health care 
system evolved patterns of interaction that allowed or even 
ensured noncompliance. The information gathered from 
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interviewing the four families, along with informal 
observations of the rehabilitation programs, helped clarify 
these statistical findings and disclosed other patterns of 
interaction that appear important to noncorap 1iance. 
Family Interview Data 
The four families interviewed were asked to share their 
own accounts of the events and meanings concerning heart 
disease and the cardiac patient's level of compliance. This 
small group of families, although similar in many ways, each 
had a unique experience of their attempts to adhere to 
medically advised lifestyle changes. The interview data 
supports the systemic hypothesis that family interactions 
are part of a system of interaction that includes the 
patient's level of compliance. The data indicated that the 
families' acceptance of noncompliance and the patient' poor 
relationships with rehabilitation programs were strongly 
connected to their decision to stop attending exercise 
classes. 
Family Interaction 
A range of interesting and critical family beliefs and 
interactions were presented by the four families that were 
interviewed. The high compliance patient and his wife felt 
that they were able to make their maintanance exercise class 
a regular part of their social life. They reported positive 
relations with their physician and only minor annoyance and 
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dissatisfaction with the way the rehabilitation program 
staff treated them. Dieting was no problem for them. They 
only failed to exercise once each week at home as suggested 
by the program. They did not believe that missing one 
exercise sesson a week was harmful to their health. Of even 
more interest was their occasional discussions of how they 
could schedule a regular at home exercise session. The 
discussions would go well, but the plans were never fully 
carried out. Neither Paul nor Mary would remind the other 
about previous failures. These discussions tested and 
strengthened the couple's marital contract to accept each 
other as individuals and not try to change the other's 
behavior . 
Not all of the families of low compliance patients 
could remember any actual conversations about the patient 
not attending a scheduled exercise class or leaving the 
program. One wife was critial, one supportive, and one 
indifferent to her husband's decision to skip and then drop 
out of the exercise classes. No one in these families 
seemed very certain that an exercise program would genuinely 
benefit a patient's health enough to risk seriously arguing 
about the need to attend. All of the patients said they 
would re-enroll in an exercise program if told to by their 
doctors; but none of them had contacted their doctor when 
they dropped out. Two patients were incorrect in their 
assessment of their current level of exercise. They 
believed their general activity level and daily routine was 
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A third patient knew he equivalant to an exercise program, 
was not doing any meaningful exercise. In general, all four 
families were unwilling or felt unable to change their 
customary patterns of interaction to try to facilitate 
greater compliance. 
The Wives Role in Noncompliance 
All the wives interviewed had similar fears and 
concerns for their husbands' surviving the MI and their 
successful recovery. However, each wife had very different 
experiences during their husband's hospitalization and 
rehabilitation. Mrs. Jones felt excluded by health care 
professionals from the beginning from participating in her 
husband's recovery program. Because of longstanding marital 
patterns, beliefs about her husband's independent spirit and 
their previous disagreements about taking responsibility for 
one's own health, she did not attempt to become part of the 
process. The Jones and Kelly families admitted to falling 
back into old patterns of behavior once the initial crisis 
had passed. 
The Olsons had to make significant adjustments around 
sex roles and jobs due to Bill's disability. But Mrs. Olson 
remained the loyal "patrolman's wife" by supporting his 
decisions, even the decision to drop out of the exercise 
rehabilitation program. All the wives agreed that their 
involvement in the patient's lifestyle changes diminished as 
time passed following the heart attack. Diet was the one 
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area in which all three felt they were able to make 
significant contributions to their husbands' health. 
All felt guilty that, in their ignorance, they had 
contributed significantly to their husbands' heart disease 
by providing high fat high cholesterol food. All reported 
they had initially worked hard at learning about and 
providing healthy food for their husbands. Even with their 
initial enthusiasm, only one family, the Olson's reported 
still being on a heart healthy diet. The others all slipped 
back to diets similar to their previous unhealthy diets 
minus the obviously detrimental "half pound of bacon and 
eggs" breakfasts. 
Patient/Family Interaction with Program Staff 
When asked why they left their rehabilitation programs, 
all three dropouts reported being uncomfortable being in the 
classes. All four rehabilitation patients complained about 
being bored by the classes and being treated like children 
by the program staff. They explained how they felt the 
programs were organized for the older patients who comprised 
a majority in each class. Consequently there was an age 
group "culture" that influenced how the staff directed and 
supported the group members and even what music was played 
to accompany the exercise sessions (mostly oldies from the 
1940’s). All four of the interviewed patients were 
decidedly uncomfortable in exercise groups of mostly older 
iii stated they could not identify with TO 
men and women. All stated 
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year olds and would have rather been in a program with their 
peers. Their accounts clarify the meaning of the age factor 
that was found to be significant in the previous 
questionnaire research. 
Informal observations of the rehabilitation programs by 
this researcher supported some of the negative statements 
made by the interviewed patients. The majority of patients 
in the exercise classes were 15 to 20 years older than the 
three men interviewed. Often many of the elderly patients 
in the classes had been exercising for months and were in 
better physical condition than the new, younger group 
members. Seeing ’’elderly" men and women outperforming them 
was probably unsettling for the younger patients. The 
exercise sessions followed set routines. The interviewed 
patients clearly did not understand or were not offered 
adequate explanations for the need for a regular pattern of 
exercise. The various programs' staff (all young nurses and 
physical therapists, and women except for one man), may not 
have varied their interpersonal approach to these younger 
men. These men were sensitive about being told what to do 
and/or put off by the good natured, but sarcastic, remarks 
about their physical conditions or compliance failures. 
Theoretical Implications of the Findings 
These results indicate that a clear understanding of 
the problem of noncompliance requires information from a 
number of sources. As Harkaway and Madson (1989) pointed 
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out, the beliefs and interactions of the patient, the 
family, AND the health care providers (in this case the 
cardiac rehabilitation program staff) need to be understood. 
Difficulties may arise if the family does not understand the 
need for treatment, disagrees with the treatment, or does 
not feel responsible for assisting the patient, or if the 
patient does not think the staff are interested in truly 
helping him or have different or unstated goals for him. The 
mistaken beliefs of staff members that some patients are 
just "difficult" or "complainers" may perpetuate compliance 
problems. Critical episodes within the family, or between 
family members and health care providers, may become 
important contexts for negative beliefs that hinder 
comp 1iance. 
Implication and Suggestions for Further Research 
The "dual methodology" of quantitative questionnaire 
and qualitative interview research from a systemic 
perspective when coupled, generated information useful to 
cardiac rehabilitation programs. Of course, the samples of 
both parts of the research were small, but adequate. The 
quantitative research alone would not have generated the 
information about the patient/program relationship that may 
explain some of the age factor issues in compliance. 
Further survey research on compliance and program design, 
well as patient and family functioning, is indicated. 
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Any replication or continuance of the quantitative 
research would be enhanced by major modifications. The 
hypotheses of the Circumplex Model would be better tested by 
having wives and children complete the FACES and Family 
Satisfaction scales. Patients could be questioned about 
their relationships with program staff. Program variability 
could be controlled by having only one program involved in 
the study with all patients filling out the questionaire 
during their inpatient recovery, and at the beginning, and 
at the end of their phase III exercise program. 
This research looked at the compliance of married, male 
cardiac rehabilitation patients. A growing number of 
cardiac patients are women, and it is presently not known if 
family patterns or patient/program patterns about compliance 
are different for women. Women traditionally have more 
responsibilities in the home, and have increasing career 
responsibilities. Are the family patterns of woman cardiac 
patients more easily modified to allow for adherance to 
exercise and diet or do the family and job responsibilities 
interfere with attendance at regular exercise sessions? Can 
the elderly "male culture" at the cardiac classes accomodate 
female cardiac patients without staff intervention or are 
special programs required? These questions can only be 
answered by additional research. 
The interview research methods of this study followed 
the model of Milan style systemic family therapy. By 
interviewing the family, information was gathered that the 
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patient could not have provided himself. It is not clear 
from this research if it was necessary to interview the 
family as a whole or if different, perhaps perhaps more 
precise information would be gotten by interviewing spouses 
and children individually. Although the interactive 
information would be lost, it would still be possible to get 
family member's personal views on the compliance problem. 
One study on caregiving to elderly parents used individual 
face to face and telephone interviews of family members, and 
was able to gather useful information about family system 
interaction (Sassen, 1985). For clinicians, the issue would 
not be which model got "better" information, but which model 
generated information useful for allowing the family 
patterns to change. 
Implications for Cardiac Exercise Program Design 
Although most of the research on compliance with long 
term cardiac rehabilitation exercise classes indicated high 
levels of dropouts (Oldridge, 1986), the programs in this 
study were able to keep most of their patients for the 36 
sessions of the phase III classes. This research study does 
point towards programmatic modifications that could be made 
to assist patients improve attendance. Class assignment is 
an important issue. Routinely, placement was made simply on 
the basis of class openings and patient schedule. The 
programs should take into consideration the particular 
circumstances of each patient. More specifically, programs 
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could enroll younger men (under 45) together into exercise 
classes that would meet at times that would not interfere 
^ i full-time jobs* The staff of these classes would need 
to be sensitive to the concerns of young men who suddenly 
find themselves physically vulnerable and weak maybe for the 
first time. This study also indicated that the wives of 
rehabilitation patients would benefit by being involved in 
discussion and plans for lifestyle changes from the start of 
the patient's hospitalization. The patients and families in 
this study believed they would have taken more responsibilty 
for adherence if they had been considered equal partners 
by the medical and rehabilitation staff. 
These changes may be difficult to make for many 
programs. The design of a rehabilitation programs includes 
not only their medical effectiveness with patients but also 
the cost effectiveness. Only those services for which 
insurance companies are willing to pay can be provided by 
most programs. Also, a small program might not get enough 
young patients to fill a session and or generate enough 
funding to pay for special services for them. 
Although most of the rehabilitation programs in this 
study had the services of social workers and behavioral 
medicine psychologists, none had programmatic responses to 
the potential or actual "dropouts” or "no shows." There 
were no staff who specialized in contacting patients and 
handling the issue of low attendance. The general belief in 
the programs that participated in this study was that 
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noncompliance was the patient's responsibility. A 
behavioral specialist or consultant who could deals both 
with patient and staff issues around compliance would have 
been helpful. The consultation model developed by Harkaway 
and Madson (1989) is based on a systemic view of compliance 
that looks at the multiple systems that are involved with a 
patient having difficulty adhering to his medical regimen, 
without "blaming” the patient, the family, or the healthcare 
system. Understanding and utilizing this model for 
patient/family/healthcare system assessment would assist 
rehabilitation staff when dealing with noncompliance. 
Clearly this research is just a beginning effort 
towards understanding the problem of low compliance with 
cardiac rehabilitation. Further survey, longitudinal, case 
study and program design and intervention research studies 
are needed. The needed lifestyle changes of cardiac 
patients and their families must be addressed by developing 
effective programmatic designs and clinical interventions. 
Attention must also be given and research conducted on ways 
to enhance the likelihood that cardiac rehabilitation 
patients will make aerobic exercise a part of their daily 
lives after successful attendance at an exercise program. 
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APPENDIX A: HEART/FAMILY QUESTIONNAIRE 
S#. 
Your Age;- Sex; __ Marital status;_ 
Spouse's first name:_Age: 
Date of current marriage:_ Is this your first 
marriage? Yes No 
Number of children: _ Number living at home: _ 
Ages of all children: _ _ _ _ _ 
Are you now working: Yes No Never Employed 
If yes, how many hours each week? _ 
Have you had a heart attack? 
Date of heart attack 
Yes No 
Have you had angina? Yes No 
Have you had heart surgery? 
surerery 
Yes No Date of heart 
How many hours each week were you working prior to your 
heart attack ? (or heart surgery) _hours each week. 
If you are not working, is it because of poor health? Yes No 
Other reasons for being out of work._ 
How severe would you rate your heart attack? (if applicable) 
very mild very severe 
How supportive is your spouse of your attendance at the 
exercise classes? 
1 2 
not supportive 
4 5 
very supportive 
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s# 
How supportive are your children of your attendance at the 
exercise classes? 
Name age 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 
not 
supportive 
very 
supportive 
How often each week do you attend the rehabilitation 
exercise program? _times per week 
How often each week are you exercising at home as prescribed 
by the program? _ times per week 
At what level of exercise are you now compared to before the 
heart attack? (or heart surgery) 
1 
much less 
2 
less 
3 4 5 
same more much more 
To what level of exercise will you be able to return to in 
the next six months as compared to before the heart attack? 
(or heart surgery) 
1 2 3 4 5 
much less less same more much more 
How unsure are you about the prescribed medication, diet, 
and level of exercise that is recommended as part of your 
rehabilitation program? 
1 2 3 4 5 
very unsure 
not unsure 
How unsure is your spouse about the 
diet, and level of exercise that is 
your rehabilitation program? 
prescribed medication, 
recommended as part of 
1 2 3 
4 5 
very unsure 
not unsure 
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s# 
Are you now having difficulties staying on your diet? 
Yes No 
Are you now having difficulties taking the prescribed 
medication? 
Yes No 
Are you now having difficulties attending the exercise 
classes regularly? 
Yes No 
If Yes, what are they?_ 
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APPENDIX B: FACES III 
David H. Olson, Joyce Portner, and Yoav Lavee 
1 2 3 4 5 
ALMOST NEVER ONCE IN AWHILE SOMETIMES FREQUENTLY ALMOST ALWAYS 
DESCRIBE YOUR FAMILY NOW: 
1. Family members ask each other for. help. 
2. In solving problems, the children’s suggestions are followed. 
_ 3. We approve of each other’s friends. 
_ 4. Children have a say in their discipline. 
5. We like to do things with just our immediate family. 
6. Different persons act as leaders in our family. 
7. Family members feel closer to other family members than to people outside 
the family. 
8. Our family changes its way of handling tasks. 
9. Family members like to spend free time with each other. 
10. Parent(s) and children discuss punishment together. 
_ 1L Family members feel very close to each other. 
12. The children make the decisions in our family. 
_ u. When our family gets together for activities, everybody is present. 
14. Rules change in our family. 
_ 15. we can easily think of things to do together as a family. 
_ l6. We shift household responsibilities from person to person. 
_ Family members consult other family members oo their decisions 
_ U. it •„ hard to identify the leader(s) in our family. 
19. Family togetherness is very important. 
20. It is hard to tell who does which household chores. 
FAMILY SOCIAL SCIENCE. 290 McN.al Hall. U.i.erslt, of Minnesota. St. Paul, MN 
© D.H. Olson, 1985 
164 
APPENDIX C: FAMILY SATISFACTION SCALE 
FAMILY SATISFACTION 
David H. Olson & Marc Wilson 
1 2 3 4 5 
SOMEWHAT GENERALLY VERY EXTREMELY 
DISSATISFIED DISSATISFIED SATISFIED SATISFIED SATISFIED 
HOW SATISFIED ARE YOU: 
1. With how close you feel to the rest of your family? 
2. With you ability to say what you want in your family? 
3. With your family's ability to try new things? 
4. With how often parents make dicisions in your family? 
5. Whth how much mother and father argue with each other?" 
6. With how fair the criticism is in your family? 
7. With the amount of time you spend with your family? 
8. With the way you talk together to solve the family 
problems? 
9. With your freedom to be alone when you want to? 
10. With how strictly you stay with who does what chores in 
your family? 
11. With your family's acceptance of your friends? 
12. With how clear is it what your family expects of you? 
13. With how often your make decisions as a family, rather 
than individuals 
14. With the number of fun things your family does 
together? 
(c) Olson, D. H., 1982 
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APPENDIX D: FAMILY INTERVIEW GUIDE 
Demographic Data: 
Patient's Name:__ Age: _ 
Present 
Occupation:____ 
Spouse's Name___ Age: _ 
Children: 
Name: Age: Occup.: Mar. Stat.: at Home? 
Date MI: Date released from ICU: Hospital discharge: 
Date entered Rehabilitation Program: 
Fami1ies-of-origin histories with illness 
What is the illness history of your families? 
Is there a history of heart disease in either 
family-of-origin? 
How did you handle it then? 
How did your parents cope with it? 
Historv of MI: 
Where were each of you when the MI took place? 
How did you get to the hospital? 
Who did you tell first about the heart attack? tell 
next ? 
How did 
at tack? 
you others in the family 
know about the heart 
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Family status at time of MT 
What else was happening in the family at the time of 
the MI? Other illnesses? 
Personal or interpersonal problems, etc? 
Who was closest to __ at the time of the 
heart attack? 
Changes in the family since the heart attack 
What has changed for the family because of the heart 
attack? 
Has your (your parents’) relationship changed since the 
MI? In what ways? 
Has the relationship between parents and children 
changed? In what ways? 
What has not changed for the family since the heart 
attack? 
When do you think things will be back to normal for the 
family? Who agrees, disagrees. 
History of initial enrollment in the rehabilitation 
program: 
How were you informed that a rehabilitation program was 
available? 
Who in the family attended the inpatient cardiac 
education program? 
What benefits were you told would come out of 
participation in the outpatient rehabilitation program? 
Who in the family discussed with you if you should 
enter the program? 
Who was the most for it? next? 
Who was the most against or unsure of the benefits or 
need of the program? 
History of participation in rehabilitation program and 
regimen 
What medications are you taking? 
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Who in the family is the most help in adhering to the 
medication schedule? 
What types of restrictions/changes have been made in 
your diet? 
Who in the family is the most help in adhering to your 
diet? 
Who least helpful? 
Who in the family is/was the most help in your stopping 
smoking? Who least helpful? 
How often do you attend your scheduled exercise class 
in the last month? 
Is that a change from earlier in the program? 
Have you encountered problems with getting to the 
program? 
Who in the family is the most help in getting to the 
program? Who next? 
Who least helpful? 
Who trys to help too much? 
Had anything else changed in the family when your 
at t endance 
changed? 
Description of typical family episode/discussion about 
compliance 
How do you decide to go/not go each time to the 
exercise program? 
Who is most supportive of the decision? 
Who is least supportive of the decision? 
What do you talk about during these 
or • • • 
With whom have you discussed these 
What are these episodes like? Who 
they unfold? 
conver sations ? 
issues? How often? 
starts them? How do 
What happens next? How do they end? 
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Who agrees/disagrees the most with 's 
descript ion? 
(at a particularly critical points in the described 
family conversation ask each member) 
What was the reason that was said/done at that point. 
Do you think that would get what you (the other) 
wanted? 
could you have done anything else? 
Is there anything about yourself, your own family, that 
made you to act in that way? 
Who else (family, friends, doctor, rehab staff, etc.) 
finds out about these discussions? 
Who else gets involved in this issue? 
(For dropouts from the program) 
How was it decided that you would no longer go to the 
program? 
What is it about your relationship that contributes to 
this situation occuring? Does it contribute alot or 
alitt1e? 
What is it about how you are as a person that 
contributes to this situation occuring? 
Does it contribute alot or alittle? 
To understand how this situation unfolds (develops), 
are as a which is more important to understand, your 
relationship or how you are as a person? 
What effect does this situation have on your 
relationship? Would you like more or less of this 
effect? 
If this situation had no effect on your relationship, 
would you continue to enact it? 
What effect does this situation have on your picture of 
yourself? 
Would you like the situation to have more or less of an 
effect on the way you see yourself? 
If this situation had no effect on your picture of 
yourself, would you continue to enact it. 
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When you are did that, do you act in order to get some 
effect or do you already know what would happen no 
matter what you did? 
Hypothetical issues 
PAST 
If the heart attack had not happened, what would be 
your biggest concern? 
How would your relationships be different if 
_ ere not sick? 
Family’s outlook on their future 
When do each of you think things will be back to 
normal? 
How long do each of you you think _ will be 
in the rehabilitation program? 
Who thinks that _ will be able to go back to 
work full time? 
When? 
What is your next important concern in this family? 
What do you think will be happening in this family in 
one year? 
in five years? 
What other problems will occur in this family in the 
next year? in five years? 
Is there anything else you think I should know about 
the patient, the family, the community, the hospital, 
the rehabilitation program, etc., that would help me 
understand how the patient is doing in the 
rehabilitation program? 
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APPENDIX E: LETTER OF INTRODUCTION 
July 10, 1988. 
Dear Mr. 
I obtain your name from the_Cardiac 
Rehabilitation Program, and your physician, Dr. 
gave me permission to contact you and your family. I am 
writing to ask if you would be willing to participate in a 
research study. This research is for my doctoral 
dissertation in Counseling Psychology at the University of 
Massachusetts. The research examines how a heart attack 
victim and his/her family deal with the initial recovery and 
the rehabilitation from the event. I am looking for two 
groups of volunteers. Those heart patient who are enrolled 
in an exercise rehabilitation program, and those who did not 
participate or left an exercise program. 
There are two parts of this study. The first part is a 
short questionnaire to be filled out by the heart attack 
pateint about the heart attack, the his recovery, and the 
family's support and understanding for the patient. A few 
of the volunteers in the first part will asked to be 
interviewed with his family about the families reactions and 
concerns about the heart attack and the recovery. You are 
only being asked at this time to participate in the 
questionnaire part of the study. 
There are no forseeable risks that could result from 
your participation in 
voluntary and you may 
will be kept strictly 
this research will be 
this study. Your participation is 
withdraw at any time. All information 
confidential. No information from 
shared with your physician or cardiac 
rehabilitation program. 
If you are interested in participating in this study, 
please return the enclosed consent form and questionnaire in 
the enclosed self-addressed stamped envelope. If you have 
any questions, I will be contacting you in a few days by 
phone, or you can call me at __ • Thank you for 
your attention. 
Sincerely. 
Warren S. Bean, M.Ed. 
PO Box xxx 
Amherst, MA 01004 
Enclosed: Consent Form 
Return Envelope 
Questionnaire 
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APPENDIX F: QUESTIONNAIRE CONSENT FORM 
INFORMED CONSENT 
CONSENT TO PARTICIPATE IN THE RESEARCH PROJECT ENTITLED: 
COMPLIANCE AND NONCOMPLIANCE IN CARDIAC REHABILITATION: 
A FAMILY SYSTEMS, COMMUNICATIONS PERSPECTIVE 
QUESTIONNAIRE STUDY 
PRINCIPAL INVESTIGATOR: WARREN S. BEAN. M. Ed. 
SUBJECT NAME: 
You are invited to participate in the research study 
conducted by Warren S.Bean, M.Ed., a doctoral student at the 
University of Massachusetts in Amherst. If you decide to 
participate in this study, you will be asked to fill out a 
short questionnaire about your own and your family's views 
about your heart attack and the cardiac rehabilitation 
program. The questionnaire should take no more than 15 
minutes to complete. Your cardiac rehabilitation records 
and your attendance record at the exercise program will also 
be examined as part of this study. A few participants who 
complete this questionnaire will be invited at a later time 
to be interviewed along with their family to clarify the 
information gathered from the questionnaires. 
Every effort will be made to respect your privacy. The 
page containing your name will be removed from the 
questionnaire and all information collected in this study 
will be identified by a number. In all records of this study 
you will be identified by that number and your name will be 
known only to the people conducting the study. If at any 
point you are uncomfortable with a question, you may freely 
refuse to answer. 
You should realize that your participation in this 
study is entirely voluntary. Should you decide to 
volunteer, your contribution will be treated with the utmost 
confidentiality. Your responses will not be shared with any 
of the rehabilitation program staff. You may withdraw from 
the study at any time. The quality care your receive at 
this hospital will not be affected in any way if you decide 
not to participate or if you withdraw from the study. This 
study is not related to your treatment here. 
There are no physical risks involved in this study 
this study may be of no direct benefit to you. but your 
contributions may help improve the ways cardiac 
rehabilitation programs are able to help patients and 
families successfully adjust to ensure better adherance 
prescribed medication, diet, and exercise program. 
and 
with 
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Please feel free to ask any questions 
about the study• If other questions occur 
call Warren Bean, M.Ed., at (413) 549-xxxx 
_ t_ 
you may have 
to you, you may 
or _ 
The purpose and the procedures of this research project 
have been explained to me, and I understand them. I have 
been told about all the predictable discomfort, risks, and 
benefits that might result, and I understand them. I agree 
to participate as a subject in this research project and 
release my cardiac rehabilitation records to the researcher, 
Warren Bean, to be examined for relevant attendance and 
medical information. 1 understand that I may end my 
participation in this study at any time. 
Subject's Signature 
DATE: 
Researcher Signature 
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APPENDIX G: INTERVIEW CONSENT FORM 
INFORMED CONSENT 
CONSENT TO PARTICIPATE IN THE RESEARCH PROJECT ENTITLED: 
COMPLIANCE AND NONCOMPLIANCE IN CARDIAC REHABILITATION: 
A FAMILY SYSTEMS, COMMUNICATIONS PERSPECTIVE 
FAMILY INTERVIEW STUDY 
PRINCIPAL INVESTIGATOR: WARREN S. BEAN. Ed.D . 
SUBJECT NAME: 
You are invited to be participate in a research study 
being conducted by Warren S.Bean, M.Ed., a doctoral student 
at the University of Massachusetts in Amherst. You 
participated in the first part of this study by filling out 
a short questionnaire. A few patients who completed the 
previous questionnaire are being invited to be interviewed 
with their family. If you decide to participate, you, your 
spouse, and your children over 12, will be interviewed about 
the family's history with illness, the changes caused by the 
heart attack, and your views and actions about adherence 
with the lifestyle changes prescribed as part of the cardiac 
rehabilitation program. The interview will last no more than 
two hours and will be scheduled to fit with your family's 
needs. As in the earlier questionnaire study, your cardiac 
rehabilitation records will be examined for relevant medical 
and attendance records. 
Every effort will be made to respect your privacy. All 
data and information collected in this study will be 
identified by a number. Your names will be known only to the 
researchers. Your real names will not be used in any report 
or publications from this study. An audio/video tape 
recording will be made of the interview, but it will only be 
seen by the researchers, and it will be destroyed at the end 
of the research project. 
Participation in this study is entirely voluntary 
You may withdraw from the study at any time. Should you 
decide to volunteer, your contribution will be treated with 
the utmost confidentiality. Your responses will not be 
shared with any staff at the rehabilitation program. The 
quality of care you receive at this hospital will not be 
effected in any way if you decide not to participate or if 
you withdraw from the study. 
174 
There are no physical risks involved in this study. If 
at any point you are uncomfortable with a question, you may 
freely refuse to answer. Although there may be no direct 
benefits to you and your family, your contributions may help 
improve the ways cardiac rehabilitation programs are able to 
help patients and families successfully adjust to ensure 
better adherence with the prescribed medication, diet, and 
exercise program. 
Please feel free to ask any questions you may have 
about the research. If other questions occur to you, you 
may call Warren Bean, M.Ed., at (413) 549-xxxx, or_ 
The purpose and the procedures of this research project 
have been explained to me, and I understand them. I have 
been told about all the predictable discomfort, risks, and 
benefits that might result, and I understand them. 
Nevertheless, I agree to participate as a subject in this 
research project and release my cardiac rehabilitation 
records to the researcher, Warren Bean, to be examined for 
relevant medical information. I understand that I may end 
my participation in this study at any time. 
Subject's Signature 
DATE: 
Researcher Signature 
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APPPENDIX H: AUDIO/VIDEO CONSENT FORM 
UNIVERSITY OF MASSACHUSETTS 
AUDIOVISUAL RECORDING RELEASE AND CONSENT 
I* the undersigned, hereby grant Warren S. Bean, 
M.Ed., permission to make sound and/or video recordings, 
seperately or in combination, of me and my family, and I 
also give Warren S. Bean, M.Ed. permission to use the 
completed sound and/or video recordings for the limited 
purpose of assisting his research project, Compliance 
and Noncompliance with Cardiac Rehabilitation: 
A Family Family Systems. Communications Perspective 
being carried out by Mr. Bean in 1988. I understand 
that these recordings of me and my family will only be 
used as part of this research. I understand that these 
recording will only be used by Mr. Bean and by the 
research team assisting him and that they will be under 
his direct physical control at all times and that they 
will be destroyed upon completion of the research 
project or by the expiration date of this release, 
whichever comes first. 
II. The use for which these sound and/or video recordings 
of me and my family has been explained to me to my 
satisfaction and I agree with the reasons given for 
requesting my participation in this research project as 
a recorded subject. 
III. I understand that, by written request, I may recind 
my release at any time during or after the recording has 
been completed. 
SIGNED: . 
SIGNED: 
ADDRESS: 
(date) 
(date) 
WITNESS:_ 
EXPIRATION DATE: 
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